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Basic Principles of Public Relations 
WILLIAM V. MORGENSTERN 


NE of the notable products of the last ten 
O troubled years has been the mushrooming 

interest in public relations. This interest 
is shown in widely different activities. In busi- 
ness, public relations has been called “Industry’s 
Major Problem” or “Industry’s No. 1 Problem.” 
In the academic world, the political scientists and 
the sociologists are making public relations and 
its subsidiary fields, propaganda and publicity, 
the subject of systematic study. The expanding 
interest in public relations is reflected alike in 
trade magazines and learned journals, and increas- 
ingly is the subject of articles in periodicals of 
general circulation. The discerning reader can 
observe in every issue of a daily newspaper evi- 
dence of public relations efforts, in the advertising 
and news columns alike. 


The extent of the interest is new; but the prac- 
tice of public relations is not. Ivy Lee was direct- 
ing the public relations of the Pennsylvania Rail- 
road and of John D. Rockefeller long before the 
World War. The American Bell Telephone System 
began the development of effective public rela- 
tions before the term itself was coined. But the 
practitioners of this art have not been particularly 
interested in formulating the principles of their 
procedure. There have been almost as many con- 
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ceptions of what constitutes public relations as 
there were executives seeking to benefit by some- 
thing that they conceive to be some social brand 
of sulfanilamide. In self defense, the experts and 
practitioners of public relations have had to make 
an attempt to define the area and philosophy of 
their field. In this effort they have found consid- 
erable assistance in the scientific and abstract 
studies of the social scientists. Undoubtedly they 
will receive even more assistance from this source. 


What Is Public Relations? 


So we come to the question: What is public re- 
lations? Some of the things it is not may help 
in providing the answer. It cannot be a coat of 
whitewash to cover unacceptable practices. It can- 
not be a smoke screen behind which methods of 
fooling the world can be conveniently carried on. 
The necessity for public relations, so generally 
recognized today, results from the fact that social 
judgment has become so strong a force in the con- 
duct of the nation’s activities. Active and articu- 
late, that social judgment will not be satisfied with 
soothing words; it demands acceptable action. 
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Probably the best definition of public relations 
is the product of a social scientist, Harold D. Lass- 
well. Lasswell defines public relations as “the 
management of attitudes external to an enter- 
prise.” These “attitudes external to an enterprise” 
are what people generally believe about an organ- 
ization, whether it be U. S. Steel or the local hos- 
pital. What the employees of the organization 
think of it is within the field of personnel rela- 
tions. Lasswell defines personnel relations as “the 
management of attitudes internal to manage- 
ment.” 


Satisfactory Internal Attitudes—The Basis of 
Public Relations 


No enterprise can have good public relations 
unless its internal attitudes are satisfactory. They 
are the base on which satisfactory relations with 
the outside world must be built. Just as public 
relations cannot be established on a false basis, so 
personnel relations cannot be established on any- 
thing other than actually acceptable relationship 
of the operating group to the management. 


The “attitudes” both of public relations and 
personnel relations, therefore, hinge on fundamen- 
tal policies of the institution. Control of public 
relations means control of policy to the extent 
that the policies are acceptable to the social judg- 
ment of the community. That is why protestations 
of good intent, vague and windy expressions of 
good will, fail to be effective. If an institution 
wants good public relations it must squarely face 
the fact that it has to adapt its policies to the 
social will of the times. Any other basis is simply 
an oblique affirmation of the principle of the “pub- 
lic be damned.” The cost of public relations may 
seem too heavy, but there is, in the long run, no 
way yet devised to avoid paying it. 


Further, once the policies are operating broadly 
in the public interest, the public must be con- 
vinced that such is the fact. The outside world has 
to be convinced, in this day, that its approval is 
deserved. Approval will not flow automatically 
even from the combination of good intentions and 
practices. It is the function of public relations 
work to establish that conviction and approval. It 
is from failure to realize this fact that many insti- 
tutions, conducting their affairs in conformance 
with the best social ends, fail to achieve the sup- 
port and approval which they merit. 


Public Relations of the Hospitals and the 
Medical Profession 


Hospitals have been favorably regarded by the 
public in this country. They are institutions with 
purposes rating high in the scale of social ap- 
proval because their function is a humanitarian 
one. As a part of the medical world they have 
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shared the prestige of a respected profession. The 
recent years have seen a growing attitude of ques- 
tioning of some of the standards of the profession. 
If that challenge continues, the hospitals are cer- 
tain to be questioned and examined, too. In a 
large sense, the public relations of hospitals will 
rest on the public relations of the medical profes- 
sion, for the relationship between the physician 
and the institution in which he carries on his most 
vital services is in fact and in general attitude an 
intimate one. 


Value of Hospital Contacts 


My acquaintance with the public relations prob- 
lems of hospitals has been relatively small. It re- 
sults from a minimum of association with one 
such organization, and that association, I might 
add, rests only on the toleration of necessity. But 


_ there are some obvious phases of public relations 


of hospitals as institutions. The contacts of the 
hospital with the public are numerous, and the 
divisions of the hospital making those contacts 
are not only numerous, but often difficult to con- 
trol. 


There is first the contact with the patient on 
the part of admitting officers, social workers, cash- 
iers, nurses, interns, residents, staff members, and 
finally, when all is quiet after the morning rounds, 
the orderlies and maids. Both the patient and his 
family, and frequently his friends, recognize that 
under the circumstances the hospital is the best 
place for him to be. The hospital and its staff will 
make him whole again if any human agency can 
do it. But his gratitude is naturally tinged with 
apprehension, not only because the treatment may 
be painfully unpleasant, but because the hospital 
represents a new and bewildering world. The hos- 
pital takes the patient in routine stride; it knows 
it will do the best for him that it is possible to do. 


Attitude of the Patient Should Not Be Left to 
Chance 


Here, I think, is one important phase of the 
process of conviction that is inherent in public 
relations which the hospital is likely to overlook. 
Satisfied that it is performing generally and spe- 
cifically a valuable and constructive service to the 
individual patient, it leaves him alone to his at- 
tending physician and his apprehension. The 
physician may instinctively have the understand- 
ing of human relations which will prompt him to 
dissipate the anxiety. Or he may perform his pro- 
fessional tasks efficiently but with dispassionate 
aloofness. Statistics as to the number of physi- 
cians who take one or the other course are neither 
available nor important. The point is that so far 
as the hospital is concerned, this matter of atti- 
tude of the patient—and I include his anxious rela- 


HOSPITALS 





tin 


ee ee ae ae ee ee 


=~ 


The 
ues- 
sion. 
cer- 
na 
will 
fes- 
cian 

10st 

an 


on 
sh- 
nd 
1s, 
lis 
at 
st 
ill 
an 
th 
Ly 
al 


vs 


we § FY 


ie 





tives in that term—should not be left to chance. 
It should be a matter of routine policy, as firmly 
established as the morning bath. 


It seems feasible that every hospital could well 
have one individual with enough professional 
training to translate to the patient the general 
information which will give him some measure of 
understanding, and therefore of reassurance. Per- 
haps it ought to be the physician in charge, but 
the demands of this service on his time would be 
heavy. A supervising nurse who has tact and 
sympathy and an ability to make a minimum of 
medical information satisfy the patient, might be 
even better. Whatever the method, it would be 
good public relations to resolve the questions of 
the patient. He may be convinced if he leaves the 
hospital cured or dead, but either way there is no 
good reason for not allaying apprehension as soon 
as possible. 


Importance of the Procedure of Admission 


The procedure of admission is one that might 
well bear scrutiny from the standpoint of public 
relations, particularly institutions which operate 
clinics. The procedures are often brusque; the 
flow of patients is large, and the time of the staff 
is limited. After a patient emerges from the 
process, he may receive professional services of 
the highest level, but he may not appreciate that 
service if it has been preceded by a rough course 
of impersonal interrogations ranging from his 
pains to his credit rating. The procedures are es- 
sential, but is it possible to say that they are con- 
ducted always with thought to the attitude of the 
patient as well as to efficient administration? 


The relationship of the hospital to the com- 
munity at large, as contrasted with the immediate 
relationship to the patient, is complex. There is 
the aspect of medical ethics, which not only must 
be a decisive factor in explaining the activities of 
the hospital, but which often is interpreted as re- 
quiring refusal of all information. The fear of so- 
called “advertising” frequently results in poor 
public relations because the medical staff too often 
insists on taking refuge in silence when a simple, 
impersonal explanation will suffice to clear a 
clouded situation. There are other complicating 
factors readily apparent. For example, a patient 
may have certain rights with insurance companies 
involved in accident cases. There often is a nice 
question involved in what information may be re- 
vealed. Further, there are other parties to the 
direct relationship between patient and hospital. 
Of these, the newspapers seem to the hospital to 
be the most difficult. Public agencies, such as the 
police and the coroner’s office, often enter the re- 
lationship and confuse the management of the 
institution as allies of the newspapers. 
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Relations of the Hospital to the Press 


In my observation, hospitals fall into two classes 
insofar as their conduct of contacts with these 
outside agencies are concerned. A minority let 
down all barriers, subjecting themselves and their 
patients to the widest possible exposure in public. 
The larger group, rigidly interpreting the ethical 
standards, fall into the opposite error of giving no 
information. Abstractly, their position is justi- 
fied, but in a practical world it is unfortunate. 
For instance, the hospitals by Illinois law must 
report to the coroner’s office any case involving 
death resulting from accident or presumptive ef- 
fort at suicide. The coroner’s office is routinely 
covered by newspaper agencies; all the informa- 
tion of the office is available to the papers. In- 
quiries naturally result, for there is always an 
element of mystery latent in such reports. A sim- 
ple, general statement on the part of the hospital 
will clear away the mystery, and in nine out of 
ten instances end the newspaper’s interest. In 
accident cases, in which the police always figure, 
the concern of the newspaper is not in the hos- 
pital, but in a few generalized facts which can be 
used in a story about the day’s accidents. News- 
papers are not crusading against hospitals; on the 
whole, they have a much more intelligent under- 
standing of their usefulness than their readers. 


But when they are refused what they regard as 
the most routine kind of information they natural- 
ly become annoyed. They may be able, at the cost 
of what they regard as unnecessary effort, to get 
the information anyway. The human reaction is 
to give the story more attention than it merits 
as an object lesson to the institution. A long con- 
tinued history of irritation is likely to be vented 
in an explosive and damaging news story when 
the opportunity presents itself, as sooner or later 
it must. Everyone can recall instances in which a 
hospital has suffered great harm from newspaper 
stories. Sometimes those reports have resulted 
from the fact that the hospital stayed within its 
shell, when the wise course would have been reve- 
lation and explanation with discretion. Sometimes 
there is a malice count in the story because of 
long continued unsatisfactory relationships be- 
tween the papers and the institution. 


There is no need for smouldering resentment. 
As I have said, the newspapers understand and ap- 
preciate the function of so socially useful an insti- 
tution as the hospital. They even are willing to 
accept the fact that the hospital must give infor- 
mation with restraint, because of the obligations 
to the patient and because of professional ethical 
restrictions. In Chicago, for example, the papers 
are willing to eliminate personalities—names of 
doctors or other individuals—when they know that 
the institution’s reasonable interpretation of 
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ethics imposes such a restraint. They may not be 
anxious to do so, but they will, and without any 
grudge. 


Hospitals and the Public Interest 


In the limits of this discussion there is not 
space for further type instances. Those that have 
been mentioned, and many others, are familiar to 
you. The hospital cannot escape exposure to the 
general public interest. It cannot afford to ignore 
the contact with the public in the mass, or contact 
with the public in the individual guise of the pa- 
tient. But many attempt to do so despite the 
fact that many of the public relations problems 
of the hospital could be eliminated by measures 
intelligently conceived and administered. A liaison 
officer for contact within and a liaison official for 
contact without, with newspapers, police and other 
agencies, is one obvious solution. To many insti- 
tutions, particularly the larger ones, the extra 
cost, if any, would be valuable insurance. To the 
smaller institutions, the effort to study and un- 
derstand the problems of public relationships 


atti 


would be well worth while. Certainly a simple ar- 
rangement by which one official, easily accessible, 
is in charge of the public contacts, is necessary. 
By centralization of such contacts is an individual! 
who has understanding of the interest of the pub- 
lic, the problems of the hospital, and the means 
by which a satisfactory reconciliation can be 
achieved, the public relations will be improved. A 
switchboard operator, an information desk at- 
tendant, or a young intern, all these are dangerous 
to entrust with the responsibility for specialized 
public contacts. No hospital would think of letting 
the switchboard operator perform an operation, 
but it will often entrust a large share of its public 
relations responsibilities to one just as inept in 
this important part of its operations. 


Relatively, the public relations problems are 
comparatively easy of solution if the hospitals 
will but recognize that conduct of these relations 
are an integral part of their operation and make 
the effort to manage them with as much intelli- 
gence as they devote to solving their other ac- 
tivities. 





Arnold F. Emch, Ph.D. 





The Assistant Secretary of the 
American Hospital Association 
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Dr. Arnold F. Emch has been appointed Assis- 
tant Secretary of the American Hospital Associa- 
tion, effective June 1, 1939. Dr. Emch comes to the 
Association after his service as Executive Director 
of the Chicago Hospital Council since its organiza- 
tion in 1936. His successful work in organizing 
and directing the Council for the past three years 
has been widely recognized. 

Dr. Emch, a native of Kansas, is the son of Pro- 
fessor Arnold Emch, Senior Professor of Mathe- 
matics at the University of Illinois. His ele- 
mentary education was received in Basle, Switzer- 
land. He graduated from the University of Illi- 
nois in 1925, received his M.A. degree at the same 
institution in 1926, his Ph.D. degree at the Uni- 
versity of Chicago in 1930, and completed his 
studies in methodology and foundations of science 
at Harvard in 1934. 


He served in the World War in 1918-1919, 
Mobile Hospital No. 100, with the American Ex- 
peditionary Forces in France. 

Dr. Emch brings to the Association in addition 
to his fine academic training an intimate and 
varied experience in hospital administration. He 
is the author of many manuscripts on hospital sub- 
jects, and has been a valued contributor to scien- 
tific and educational publications. 

He is a man of fine character and his splendid 
personality will attach to him the friendships of 
those engaged in the hospital field. 
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Securing Quantity and Quality of 
Nursing Service 


KATHARINE 


der the direction of Adda Eldredge, when 
director of nursing education in the Wisconsin 
State Board of Health, for my approach in dis- 
cussing this subject. The figures used in this 
report have been gathered, however, by members 
of my own office from sources which are indicated. 
My plan is to consider three things: first, nurs- 
ing service; second, nursing education; and third, 
one factor affecting both nursing service and nurs- 
ing education. 


AM indebted to an unpublished study made un- 


Nursing Service 


Two general objectives have been kept in mind 
in nursing service, one to discover the demand for 
nursing in relation to illness, the other to ascer- 
tain how nursing service is meeting that demand. 


To discover the demand for nursing, two studies 
were made, one on the amount of each type of 
illness in the country as, for example, medical 
and surgical; and the other, on doctors’ visits to 
patients with each type of illness. The results 
of these studies are presented in Graphs I and II. 


In Graph I' it will be seen that in the coun- 
try as a whole—55.3 per cent of all cases are 
medical, 27 per cent surgical, 2.9 per cent ob- 
stetric, 0.1 per cent pediatric, 10.4 per cent com- 
municable, 0.1 per cent venereal, 0.5 per cent 
tuberculous, 2.4 per cent neuropsychiatric, and 1.5 
per cent miscellaneous. A preponderance of ill- 
ness, it will be noted, is medical. Communicable 
disease is also high. 


Graph II? shows the percentage of doctors’ 
visits in each type of disease in the United States 
—57 per cent being medical, 16 per cent surgical, 
7.2 per cent obstetric, 7.7 per cent communicable, 
10 per cent venereal, and 2.1 per cent nuropsy- 
chiatric. Again the incidence of illness in the med- 
ical field is high, as is also that in communicable 
disease (including venereal disease). 


How Nursing Service is Meeting Demand 


Having seen something of the demand for nurs- 
ing, the next step was to ascertain how nursing 


1Figures were tabulated from the report of the ‘‘Committee 
on the Cost of Medical Care: No. 26,’ Falk, Clem, and Linai. 
“The Incidence of Illness,’ pp. 271-273. The study was based 
upon morbidity experience of 39,185 white persons in 8,756 fam- 
ilies surveyed for twelve consecutive months, 1926-1931. Allo- 
cation to each type of illness was made according to hospital 
service, as for example, a case of appendicitis was assigned to 
surgery. 

“Committee on Cost of Medical Care: No. 22,’’ Lee and 
Jones, “The Fundamentals of Good Medical Care,” page 296. 
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service is meeting that demand. This was at- 
tempted through three studies. 


Two studies treated on the numbers of patients 
with various types of illness, as, for example, 
medical or surgical, who were cared for by nurses 
in private practice. Figures for the first of these, 
which had to do with patients in both homes and 
institutions, were compiled from the reports of 
“What Registries Are Doing,” during 1938, and 
published monthly in the American Journal of 


GRAPH I 
Percentage of each type of illness in the United States 







SURGICAL 








MEDICAL 


55,37 OBSTETRIC. 2.9% 







VENEREAL, 0.17% 
TUBERCULOUS, 0,5 % 
NEUROPSYCHIATRIC, 2,4 % 
MISCELLANEOUS, 1.5 % 


GRAPH II 


Percentage of doctors’ visits in each type of disease in the 
United States 
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GRAPH III 


Percentage of calls in each type of illness cared for by 
nurses in private practice 
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Nursing.® From this study of registries, which is 
part of a larger study on the distribution of nurs- 
ing service, we find, in Graph III, that—23.84 per 
cent of the cases cared for were medical, 53.99 
per cent surgical, 4.9 per cent obstetric, 2.74 per 
cent pediatric, 1.16 per cent communicable,0.21 per 
cent tuberculous, 1.39 per cent neuropsychiatric, 
and 11.77 per cent miscellaneous. Note the high 
percentage of surgical conditions when institu- 
tions are included. 


The second of these dealt with cases cared 
for by nurses in private practice in the homes 
only, hence the higher medical rate—62.3 per cent 
calls of the patients being medical, 9.2 per cent 
surgical, 9 per cent obstetric, 6.1 per cent com- 
municable, 3.4 per cent tuberculous, 9 per cent 
neuropsychiatric, and 1 per cent miscellaneous. 
(See Graph IV).‘ Note the high percentage of 
medical conditions in the homes. 


Finally, in this field of nursing service’ we see, 


8Registry studies for 1938 reported monthly in The American 


Journal of Nursing. 
4Johns and Pfefferkorn, ‘‘An Activity Analysis. of Nursing,” 
(Conditions List), pp. 127-134. 
°No account is taken here of the fact that more than half 
the hospital beds in the United States are for mentally ill 
patients. 
GRAPH IV 


Percentage of each type of illness cared for in the home 
by nurses in private practice 
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in Graph V,° the percentage of each type of illness 
cared for by public health nurses—36.7 per cent 
medical, 16.3 per cent surgical, 14.5 per cent ob- 
stetric, 15.7 per cent pediatric, 11.8 per cent com- 
municable, 0.9 per cent venereal, 4.0 per cent 
tuberculous, and 0.4 per cent neuropsychiatric. A 
relatively large percentage of obstetric, pediatric 
and communicable conditions is observed. 


Nursing Education 


Here, also, I had in mind two aims in nursing 
education: one to review the adequacy of our own 
school’s program in fulfilling the school’s obliga- 
tion, and the other to determine to what extent 
all schools in the state of Minnesota are preparing 
students to give types of nursing service re- 
quested. 


To do the former, it seemed wise to inquire 
what percentage of clinical experience in caring 


GRAPH V 


Percentage of each type of illness cared for by public 
health nurses 
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for each type of illness the students of our own 
school had had.’ Figures were compiled for all 
graduates taking state board examinations in 1938 
from the reports in the office of the State Board 
of Nurse Examiners. (See Graph VI.)*® The ex- 
perience is as follows—20.6 per cent medical, 26.8 
per cent surgical, 10.6 per cent obstetric, 9.5 
per cent pediatric, 4.6 per cent communicable dis- 
ease, 4.5 per cent tuberculous, 2.4 per cent neuro- 
psychiatric, 3.3 per cent out-patient, 5.6 per cent 
public health, and 12.1 per cent miscellaneous (in- 
cluding diet kitchen and operating room) .° 





®Johns and Pfefferkorn, 
pp. 127-134. 

7All students now have experience in the care of neuropsy- 
chiatric patients. 

8From the records of graduates of the University of Minnesota 
School of Nursing taking state board examinations during 1938, 
as recorded in the office of the Minnesota State Board of Nurse 
Examiners. 

®No account is taken here of five-year students’ last year of 
experience, which is spent in public health nursing or in vari- 
ants of nursing education, and which amounts to 150 to 180 
days per student. 


“An Activity Analysis of Nursing,” 
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TABLE I 
Summary of percentages relating to nursing service and nursing education as portrayed in Graphs I-VI 























All Home Student 
Types of Cases in Doctors’ Private Private Public Experience 

Illness Community Visits Practice Practice Health U. of M. 
WHGIG GS aoe 5 hoa eae os 55.3 57.0 23.84 62.3 36.7 20.6 
SURIOOE we dos. c tote cadkarnclassaitons 27.0 16.0 53.99 9.2 16.3 26.8 
CUNO RE IES 52 oo al ciervinlcn ee eee ees 2.9 7.2 4.90 9.0 14.5 10.6 
PORN arate ss stale Vacs o10s ee esi ne 0.1* nae 2.74 rae 15.7 9.5 
CONE SEE eiernees Harel rio ioidielawors 10.4 7.7 1.16 6.1 11.5 4.6 
WRI oad di cease tvdexiucens 0.1 10.0 sis — 0.9 2.4 
WUE Ag le ois aia Giclee sie croax Sere 0.5 at 0.21 3.4 4.0 4.5 
NGUGPODAGORS oss 6ceicceeiedeeiseses 2.4 2.1 1.39 9.0 0.4 oes 
CHURAGUIONNG, Gio oivcieecis sie level altel ane Pele ces 3.3 
PURNG eG oes Somuneio wees. ware sae 5.6 

NESGOMANGOUD © oo So sxe lees econ 1.3 11.77 1.0 °° 
PROD. Seas res ciated cis Gala wa rn eee 100.0 100.0 100.0 100.0 100.0 100.0 





*Other pediatric cases included in other classifications, i. e., medical, surgical, etc. 


**This includes diet kitchen 


and operating room, (113.8 days per student)—time not spent in caring for patients. 


To do the latter, I was interested, in Graph 
VII, to find the percentage of all 1938 graduates 
in the state,’® including our own, who had had 
any experience in caring for the various types 
of disease. Of all nurses taking state board ex- 
aminations—100 per cent had had experience in 
caring for patients with medical, surgical, ob- 
stetric, and pediatric conditions, 52 per cent with 
communicable, 31.9 per cent with tuberculous, 
26.1 per cent with neuropsychiatric, 58.2 per cent 
with out-patient, 15.2 per cent with public health, 
and 7.1 per cent with miscellaneous conditions." 


For the sake of ready comparison, information 
from all graphs is brought together in the follow- 
ing tabulations. (See Tables I and II.) 


Table I may be read as follows: 55.3 per cent 
of all illness in the United States was medical 





lFrom records of graduates of all Minnesota schools of nurs- 
ing taking state board examinations during 1938, as recorded in 
the office of the State Board of Nurse Examiners. 

uThis includes x-ray, diet kitchen, etc. 


TABLE II 


Percentage of Minnesota Nurses and Experience as Por- 
trayed in Graph VII 





Student Experience 


Types of Illness in Minnesota 
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*Miscellaneous includes x-ray, diet kitchen, etc. 
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in character; 57 per cent of all doctors’ visits in 
the United States was medical; 23.84 per cent of 
all (home and institution) calls for nurses in 
private practice was medical; 62.3 per cent of all 
home calls for nurses in private practice was med- 
ical; 36.7 per cent of illness cared for by public 
health nurses was medical; and 20.6 per cent of 
the experience of the 1938 graduates of the Uni- 
versity of Minnesota School of Nursing was spent 
in medical services. 


Table II indicates that 100 per cent of all the 
nurses who took state board examinations in Min- 
nesota in 1938 had had experience in caring for 
patients with medical conditions, etc. 


Preparing for Demand for Nursing Service 


The question then is, in this quite general study, 
does nursing education in the areas quoted seem 
to be preparing for the demand for nursing serv- 
ice? And while none of us believe students must 
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GRAPH VII 


Percentage of Minnesota nurses having had experience in 
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have preparation in the care of every single type 
of illness, we would probably tend to agree that 
they should have experience in the major areas 
of the more common types of illness. Our answer, 
then, to the question must manifestly be “Yes” 
and “No,” since both in our school and in the state 
as a whole an overemphasis (from point of view 
of time) is placed on some services as, for ex- 
ample, surgery, and an underemphasis (again 
from the time standpoint) is placed on other serv- 
ices, as, for example, psychiatry.’* The prepara- 
tion of the nurse seems more nearly a motif fit- 
ting into the pattern of nursing service required 
in the hospital than in that required in the coun- 
try as a whole. 


What then to do? May I offer but one, and 
that an old, suggestion—that, in trying to pre- 
pare nurses for community rather than hospital 
service only, we make it possible through in- 
creased quantity and improvement in quality of 
general staff nursing to give adequate care to our 
hospital patients which will obviate the over-use 
of the student in services in which she has al- 
ready had adequate experience, thereby liberating 
her for experience in major fields now neglected 
either wholly or in part. 


Even though the number of general staff nurses 
in hospitals in the United States has increased 


22Were the number of patients hospitalized in institutions for 
the mentally ill included, this figure would be much higher. 

3The General Staff Nurse, A Study of G “co Staff Nurses 
in Eighteen States,” A. J. N., 1938:1221-12 


from 4,000 in 1929 to 27,000 in 1937," it has not 
grown rapidly enough to keep pace with the ever- 
increasing demands of improved medical science. 
The number should be larger. The quality of 
service rendered by these nurses can, the Amer- 
ican Nurses’ Association believes, be greatly im- 
proved: 


a If the “Study of General Staff Nurses in 
Eighteen States,” published in the Novem- 
ber 1938 issue of the American Journal of 
Nursing is studied carefully and its im- 
plications accurately interpreted. The data 
compiled were made possible through the 
study of incomes, salaries, and employment 
conditions affecting nurses, sponsored by 
the American Nurses’ Association, for the 
years 1934 and 1935. The report of this 
study was published in 1938. 


b If recommendations concerning institu- 
tional nursing which have been approved 
by the Board of Directors of the American 
Nurses’ Association are followed. (These 
recommendations concern salaries, hours 
of duty, health, vacation, termination of 
employment and satisfaction in service.) 


c If conditions recommended jointly by the 
American Hospital Association and the Na- 
tional League of Nursing Education (and 
which were approved later by the Ameri- 
can Nurses’ Association, and endorsed in 
principle by your College) are instituted. 
These are published in the “Manual of the 
Essentials of Good Hospital Nursing 
Service.” 


In closing, may I reiterate my belief, previously 
expressed, that the American College of Sur- 
geons, in its unique position as an outside form of 
accreditation of hospitals, is the one agency which 
can best assist hospitals in securing both the quan- 
tity and quality of nursing service needed. Such 
action would contribute largely to a form of nurs- 
ing education which, in my judgment, would more 
nearly prepare for desirable nursing service. 





A Fine Record of Maternity Service 


The Orange Memorial Hospital, Orange, New 
Jersey, is establishing an enviable record of 
maternity service in delivering 3,000 mothers 
without a maternal death. There has been no 
maternal death in this hospital since August, 1936. 


The record is especially significant when it is 
appreciated that this hospital is within a metro- 
politan area and receives many emergency cases 
and many who have had no pre-natal care. 
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Gadgets 
TORONTO CALLING! 

If you have an Educational Exhibit, or a 
gadget which might be of interest at the In- 
ternational or American Hospital Conventions 
to be held in Toronto in September, please ad- 
vise P. L. Morrison, Convenor, Educational 
Exhibits, 130 Dunn Avenue, Toronto, without 
delay. 
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A Hospital Administrator's Work Day 


STEPHEN H. ACKERMAN, M.D. 


trator of a general muncipal hospital, we can- 

not properly use the term “daily routine,” 
because each day presents new problems and new 
aspects of old problems. However, the many and 
varied duties and activities may be reduced to a 
few fundamental principles. 


I’ A DISCUSSION of the duties of the adminis- 


Medical Needs of the Patients 


The primary duty and the principle about which 
all activities are centered is the medical welfare 
of the patient. While the direct responsibility 
rests with the medical board and visiting staff, the 
superintendent is accountable for the proper func- 
tioning and coordination of the departments of the 
visiting staff, intern staff, nursing division, operat- 
ing rooms and laboratory services. Thus, the su- 
perintendent must spend a part of each day mak- 
ing the rounds in the wards and auxiliary divi- 
sions. These rounds should not be a formal, 
perfunctory routine, but should be an observant 
and inquisitive inspection. They should include in- 
spection of patient’s records, interview of patients, 
interrogation of supervising nurses and consulta- 
tion with visiting staff and interns. 


During the course of the inspection, many minor 
derelictions due to haste or carelessness may be 
noted. We may find that due to a lack of coordi- 
nation, a patient may be held for too long a period 
waiting on a stretcher for x-ray or operation. We 


may find a chronic patient being relegated. to a 


state of partial neglect.due to the rush of new 
interests in the more urgent and acute cases. 
There may be a patient who needs treatment for 
an apparently minor condition not related to the 
major interest in the case. A constant reminder 
is necessary to instill in the minds of the interns, 
that patients are to be treated as individual per- 
sons and not as certain cases. We should assure 
ourselves that the operating staff adheres in a 
reasonable degree to the rules governing operat- 
ing schedules. 


Physical and Social Needs of the Patients 


The next most important function of the admin- 
istrator is in regard to the general welfare of the 
patient. This necessitates inspection of meals 
served on the wards, as to quantity and quality of 
food and the method of serving the individual pa- 
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tient. Consultation should be held with the dieti- 
tian at frequent intervals and especially concern- 
ing patients who complain or who, for one reason 
or another, are not eating the food ‘served. Often, 
a minor service may be rendered by the dietitian, 
which will result in great benefit to the sick pa- 
tient and satisfaction to the relatives. 


Many patients need the cooperation and advice 
of the social service department. The superinten- 
dent is in a position to discover many patients 
who would be greatly benefitted by such service. 
Time may be profitably spent in educating the 
interns to a proper appreciation of the auxiliary 
services that can be rendered by the social ser- 
vice department, and it is therefore, incumbent 
upon the superintendent to exercise a personal 
interest in developing this cooperation. 


The superintendent may discover many minor 
faults by interviewing some of the patients upon 
discharge, especially those who sign out on their 
own responsibility. Often a patient will not regis- 
ter a complaint until he is in the process of dis- 
charge, for fear of reprisals on the ward. Fre- 
quently, a patient will not voice a complaint of a 
minor nature unless he is interrogated. It should 
be the superintendent’s duty each. day.to discover 
possible causes for complaint and to take the 
necessary steps to bring about more correct meth- 
ods and a more tolerant and friendly attitude on 
the part of employees. The superintendent should, 
with reasonable diplomacy, discourage the staff 
from making ward rounds during meal hours. 


Building and Property Maintenance 


Another important function of the administra- 
tor is the maintenance of the building and prop- 
erty. Under this heading would be included econ- 
omy in the sense of avoidance of waste, preven- 
tion of undue breakage and the limitation of the 
use of the more expensive proprietary products 
when standard items will serve the same purpose. 
To this end, the superintendent should inspect the 
order books enroute from the wards to the phar- 
macy, and inspect the ward drug cabinets and 
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supply closets. There should be frequent consul- 
tation with the pharmacist, and as the occasion 
arises with the staff and interns. 


Wards should be inspected for proper waxing 
of floors, care of windows, defective plumbing and 
necessary repairs. Attempt should be made to 
maintain woodwork in proper condition by neces- 
sary painting. Walls should be inspected for clean- 
liness, and routine washing arranged. Valuable 
information is often obtained by inspection of the 
contents of closets, and drawers in the work 
rooms, supply rooms, and ward desks. Occasion- 
ally, the roofs, walls, parapets, steps and side- 
walks should be inspected to discover necessary 
repairs which will prevent deterioration. To this 
end, consultations should be held with the engi- 
neer, housekeeper, and head porter. 


Supplies 


Frequent inspection must be made in the store- 
keeper’s department, surgical supply rooms, laun- 
dry and linen rooms. Hospital linen has a habit 
of disappearing and a check must be made of the 
methods of accounting, storing, and issue of these 
items. 


Inspection of the methods of handling garbage 
and food waste from the ward pantries to final 
disposition may often reveal defects and thus re- 
sult in a saving of table silverware and certain 
food items. Inspection of the methods of supply- 
ing bread, milk, butter, eggs, fruit and ice from 
the kitchen or storeroom to the wards may dis- 
close a source of waste or improper usage. 


Supervision of the Administrative Offices 


The next important duty which requires the 
time and attention of the administrator in his 
daily round of activities is the supervision of the 
administrative offices. Control of the mail is an 
important function. All mail, other than personal, 
should be reviewed by the superintendent and dis- 
position indicated. The morning mail is an inter- 
esting study and adds a great variety of new inter- 
ests for the day and presents new problems. Fre- 
quent check is made on telephone switchboard 
room as operators tend to become careless in their 
routine. Inspection should be made in the informa- 
tion office to see that clerks exercise the proper 
patience and tolerance and exhibit an interested 
and friendly attitude toward friends and rela- 
tives of patients, both by personal contact and by 
telephone. Problems sometimes arise in the office 
handling patients’ property. Occasional inter- 
views are necessary to clear up misunderstandings 
and to appease relatives of deceased patients. In- 
terviews and inspections are necessary in the pay- 
roll office to adjudicate complaints of employees, 
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to check employment records and payroll deduc- 
tions. 


The division which handles the correspondence, 
reports, records of the Workmen’s Compensation, 
Industrial Insurance and liability cases is a very 
active and important office and requires frequent 
consultations and interviews. At times there are 
lawyers and investigators from insurance com- 
panies who object to following the prescribed pro- 
cedure and who demand satisfaction from the 
superintendent. Occasionally, these interviews 
consume much time. A similar situation some- 
times arises in the division which investigates 
the financial status of applicants for admission 
to the hospital. 


Patients from the out-patient department are 
at times dissatisfied with the explanations or in- 
structions they receive and demand an interview 
with the superintendent. It is incumbent upon 
the superintendent to receive these people with a 
sympathetic and friendly attitude. When this pro- 
cedure is followed, it is found that in practically 
all cases the complainant is satisfied, after receiv- 
ing assurances and explanations from an authori- 
tative source, rendered after a friendly and sym- 
pathetic audience. 


Medical Board Meetings 


The superintendent must gather and coordi- 
nate data and problems for discussion at medical 
board meetings. He should spend some time each 
day making personal contact with one or two mem- 
bers of the board in order to maintain and develop 
that friendly cooperative spirit which is so nec- 
essary. 


The superintendent should check daily on the 
ambulance and emergency room service to see that 
these important divisions are functioning prop- 
erly. It is necessary to maintain prompt and effi- 
cient service in these divisions, and this active 
supervision and inspection serves as a valuable 
stimulus. 


Personnel Supervision 


Another important duty of the administrator 
which should occupy some of his time each day 
is supervision of the general welfare of employees. 
This subject in the broad sense includes disciplin- 
ary measures. Occasionally, it is necessary to 
apply such measures to employees who render 
themselves unfit for duty, or who are absent with- 
out leave, or who are negligent in the performance 
of duty. The superintendent should see and inter- 
view these employees before approving the rec- 
ommended disciplinary measures, except in the 
most flagrant cases. This maintains good morale. 


HOSPITALS 
















juec- 


ce, 
on, 
ary 
ont 
re 


ro- 
he 


WS 


es 
on 











The superintendent should listen to individual 
complaints with evident interest and render a just 
opinion and decision, or make a clear explanation, 
or refer the complainant to the proper office, as 
the circumstances require. Employees should be 
educated to have complete confidence in the open 
minded fairness of the superintendent and in the 
justice of his decisions. Frequent inspections 
should be made in the dormitories both for the 
purpose of maintenance, cleanliness and protection 
of property and for the possibility of improving 
conditions of comfort and convenience. When mak- 
ing rounds throughout the buildings, the super- 
intendent should take some time to demonstrate 
an interest in the work and minor problems of 
even the lowest paid employees. This stimulates 
their sense of responsibility and tends to create 
good morale. 


Time and thought should be devoted to improv- 
ing the living conditions of the nurses and interns. 
Libraries and recreational facilities should be 
constantly improved, and educational programs 
developed. 


_A necessary duty of the administrator is the 
daily conference with the superintendent of 
nurses. Each day brings new problems to be dis- 
cussed, as many phases of the work of the hospi- 


tal requires the full cooperation of the nursing 
service, especially those concerned directly with 
the medical and general welfare of the patient. 
The daily reports from the wards are discussed, 
and when in these reports a problem is discovered, 
the administrator and the superintendent of 
nurses should visit the: ward to investigate and 
to gain first hand information. It is of great bene- 
fit to the administrator to have the assistance of 
a superintendent of nurses, whose processes of 
thought are not too individualistic and who is able 
to frankly discuss both sides of a question with- 
out bias or prejudice in favor of nursing office or 
training school and whose opinions and decisions 
are based only on the principle of cooperation for 
the welfare of the patient. 


Conclusion 


Those who are interested in hospital adminis- 
tration will understand, without elaboration, the 
implications and significance of the important 
points so briefly outlined in this summary. It is 
my personal belief that these activities will profit- 
ably occupy the superintendent’s work day, and 
will develop in the minds of patients, relatives, 
and friends, a sense of security, and an apprecia- 
tion of our attitude of personal interest in the 
patient. 





Colonel William H. Moncrief Goes 

to South Carolina Sanatorium 

Colonel William H. Moncrief who has the dis- 
tinction of having directed as a commanding of- 
ficer more government hospitals than any other 
medical officer in the service has assumed charge 
of the South Carolina Sanatorium at State Park, 
South Carolina, succeeding Dr. Ernest Cooper 
who retired because of ill health. 

Colonel Moncrief was commissioned in the med- 
ical corps of the army in 1902 and specialized in 
surgery until the World War. He was chief of 
surgery at the Walter Reed General Hospital from 
1914 until the United States entered the World 
War and was called into the Surgeon General’s 
office to be chief of the surgical services of the 
army. He served overseas as a commandant of the 
Mesves Hospital center which, with fourteen base 
hospitals, was one of the largest hospital centers 
of all time. In 1920 Dr. Moncrief gave up active 
surgical practice and took up hospital administra- 
tive work. He successively commanded the fol- 
lowing hospitals: Fitzsimmons General Hospital, 
Denver; Sternberg General Hospital, Denver; 
William Beaumont General Hospital, El Paso; 
Walter Reed General Hospital, Washington, D. C.; 
Army and Navy General Hospital, Hot Springs. 


June, 1939 


f 


Abraham Oseroff Elected President of 
Hospital Association of Pennsylvania 


Abraham Oseroff, director of the Montefiore 
Hospital, Pittsburgh, has been elected president 
of the Hospital Association of Pennsylvania. Mr. 
Oseroff was formerly an associate of R. H. Macy 
and Company of New York; managing director 
and a member of the board of R. H. Macy and 
Company of London, and managing director of 
Abraham and Straus, Limited, of London. 

For many years, Mr. Oseroff has resided in 
Pittsburgh and has been prominent in hospital 
work. 





Hospital Chapel Dedicated 


The Most Rev. Joseph Schrembs, S.T.D., LL.D., 
Archbishop of Cleveland, dedicated the chapel of 
St. Dymphna at the Massillon State Hospital, Mas- 
sillon, Ohio, Sunday, May 14. 

The $50,000 edifice is the realization of the 
dream of the Rev. Austin W. Scully, chaplain of 
the hospital, who realized the need of a chapel to 
serve the 1,000 patients of the Catholic faith and 
immediately began preparations for its construc- 
tion. The chapel was dedicated just one year after 
the corner-stone was laid. 
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Diet Therapy as Especially Applicable 


to Surgical Diseases 


KATE DAUM, Ph.D. 


complicate the dietary care of the patient re- 

quiring surgical treatment. The nutritive 
condition of the patient, the effect of the disease 
on the appetite and upon the entire gastro-intesti- 
nal tract, the site of the surgical procedure, the 
length of the operation and the type of anesthetic 
and the pre-operative medication such as mor- 
phine or one of the barbiturates are all points 
which assume more or less importance. 


T eon are many factors which modify and 


Dietary care in surgical diseases frequently 
begins months before the operation. Some effort 
should be made to correct overweight or extreme 
underweight. The dietary care may have to ex- 
tend long beyond the operation if the patient is 
to be rehabilitated to become a member of society 
again or to prevent reoccurrence. 


There is one point which should be stressed 
irrespective of all these factors and that is that 
the surgical case has the same basic nutritive re- 
quirements as the normal individual. Too great 
emphasis on any one phase of his condition as it 
affects food intake, may lead to a very one-sided 
diet and the development of a deficiency disease 
such as scurvy in peptic ulcer, pellagra in ulcera- 
tive colitis. 


Planning Diets for Surgical Cases 


All diets planned for the surgical case must 
have an adequate allowance of protein and of a 
satisfactory quality such as one gram per kilo of 
body weight with milk, eggs, and meat represent- 
ing fifty per cent of the intake. 


Vitamins and minerals must be adequate and 
the vitamin concentrates on the market at the 
present time can be legitimately used in many of 
these cases. The total calories, the proportion be- 
tween carbohydrate and fat, and the consistency 
of the diet are all factors which permit endless 
variation to take care of the many changing needs 
of the individual patient. 


The problems of overnutrition is one which the 
surgeon meets frequently and the questions asked 
are: How fast and how far should reduction go? 
And, is the patient, after drastic reduction meas- 
ures, in condition to stand an operation? 


24 


The Author 


@ Dr. Kate Daum is head of the Department 
of Nutrition at the University of lowa, Iowa 
City. 





The speed of reduction can be related to the 
degree of overweight. In general, the greater the 
overweight, the faster can be the loss. The ob- 
jection or argument against rapid reduction; 
quoting text books, is “danger of strain on the 
heart.” Masters, Jaffe, and Dack of New York, in 
thejr regime for cardiac failure, advocate a rapid 
loss and a large loss to relieve the load on the 
heart. Evans, Strong, and Newburg have all used 
very low intakes with no untoward results. Fre- 
quently, dietary regimes which have been followed 
to produce rapid reduction, have been so inade- 
quate in the essentials that patients have not re- 
acted well. 


Caloric Intake for Weight Loss in Obesity 


In studies on weight loss in obesity, we have 
been using the following scale for calorie intake 
during reduction: 


Males— 
One hundred to two hundred per cent over- 
weight—600 cal. per sq. meter of surface 

area 


Females— 

One hundred per cent or less overweight— 
60 cal. per sq. meter of surface area 

One hundred to two hundred per cent over- 
weight—500 cal. per sq. meter of surface 
area 
Two-hundred per cent or more overweight 
—400 cal. per sq. meter of surface area. 


Surface area for theoretical weight is used 


The protein allowance figured on the basis of 
one gram to 1.5 grams per kilo is about 40-50 
per cent of the calories; carbohydrate 35-40 per 
cent and the fat, the remainder. The maximum 
amount of carbohydrate must be included since 
the patient is expected to use his own body fat for 
energy and he needs carbohydrate to burn it. 
Protein has a higher satiety value besides the 
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protection against nitrogen loss from the body. 
The only fat actually added is butter which 
amounts to 15-25 grams daily. Vitamin B com- 
plex which helps to stabilize the appetites as well 
as to regulate the colon must be added and one 
teaspoon of cod liver oil to furnish vitamin A. The 
intake of vitamin C is usually adequate since fruit 
and vegetables make up the most of the diet. This, 
of course, is not a regime which offers a large 
amount of food, or anything fancy, but it is ade- 
quate and is satisfying to a remarkable extent to 
the patient who really is concerned with his con- 
dition. The rate of loss will be 5-6-7 pounds the 
first week and will decrease as the stored water 
disappears and other changes take place. 


The patient before operation should be brought 
back to an optimum storage of protein and car- 
bohydrate so that a dietary regime with normal 
quantities of food and high carbohydrate should 
be instituted for 3-5 days. This should not lead to 
any great weight gain, other than that repre- 
sented by H,O and stored carbohydrate. 


Diet for the Underweight Patient 


The underweight obviously must, at least, have 
his habits of eating, and his gastro-intestinal 
tract functioning before operative procedure. 
They are often much more difficult to handle. If 
very much underweight, a swallowing complex is 
frequently found, as well as firm ideas that prac- 
tically everything disagrees with them. Tube 
feeding at this stage—a feeding adequate in every 
way, in protein, cod liver oil, vitamin B complex, 
pure ascorbic acid, and well fortified with calories 
will produce remarkable gains, overcome psycho- 
logical factors so that the patient will be able and 
willing to eat normally. The only objection to this 
type of feeding, is the dislike on the part of the 
intern and the staff to institute it. The idea can 
be sold to patients remarkably easily. 


Effect of Anesthetic and Medication on Gastro- 
Intestinal Tract and Metabolism 


The next phase of the problem comes with the 
decision to operate. What medication will be used 
and what anesthetic and how those affect the 
gastro-intestinal tract and the general metabolism. 


Morphine is still probably the most frequent 
medication used before operation—the general 
effects besides the control of pain are known but 
have frequently been disregarded, particularly, 
the effect on the gastro-intestinal tract. The im- 
mediate effects of even 14 grain, are decreased 
secretion and diminished tone and motility in the 
stomach with late effects of nausea and vomiting. 
In the intestines, increased activity with spasm 
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of the ileocecal aperture followed by lack of tone, 
lack of feeling in regard to defecation and with a 
spastic type of constipation. 


Influence of Diet in Gas Pains 


We have tried to correlate gas pains and ab- 
dominal discomfort with the morphine dosage but 
because the personal reaction to morphine as well 
as the reaction to abdominal discomfort was so 
varied, it was difficult to evaluate findings. Nev- 
ertheless, gas pains, distention, and constipation 
are easy to explain on the basis of drug action and 
so difficult to explain in many operatives on any 
other basis. 


Other factors which might be blamed for this 
gastro-intestinal discomfort following the opera- 
tive procedure, such as the severe purging and 
enemata which left the colon empty and fatigued 
so that normal activity was not possible for some 
24-36 hours,—have been discontinued. 


What are the causes of this gas and the abdom- 
inal discomfort? Is it an unusual amount of gas; 
is it an irritating type of gas, or is it inability on 
the part of the tract to get rid of the normal 
amount and kind? We can not even answer these 
questions about the normal individual. 


Certain toxic effects of the general anesthetics 
are pretty well established. Happily, the newer 
ones seem to produce less toxic effects. Chloroform 
which not only affected the blood picture but was 
particularly dangerous to the liver has been su- 
perseded by ether, nitrous oxide, ethylene and 
cyclopropane. With all of these, liver damage even 
under long hours of administration is greatly 
lessened. Other effects are much the same though 
varying in degree. Blood volume may be decreased 
as much as eighteen per cent or as little as six per 
cent with a return to normal within four hours. 
Appearance of more than the normal amount 
of acetone bodies in the blood and an increase 
in serum phosphorus. Whether these changes are 
sufficient to explain surgical shock is still a de- 
batable question. Certainly lowered CO, and pH 
increased phosphorus and acetone bodies do not 
correlate closely with severity of the patient’s 
reaction to the operative procedure. However, 
these factors in our experience do reach lower 
levels as the anesthetic period is lengthened. Can 
anything be done? Can any protection be fur- 
nished through food? Theoretically and actually 
we have found that we can maintain surgical 
cases in much better condition by certain types of 
feeding. 


If considerable carbohydrate, particularly in a 
concentrated form is given days or even hours 
before operation, certain things happen: (1) the 
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liver will have a maximum storage of glycogen 
with glucose available for any demand and the 
lipids which combine with the anesthesias will 
be at a minimum. The amount of liver lipid de- 
termines the toxic effects of certain anesthetics. 
(2) The carbohydrate deposits more water in the 
process of oxidation than other food stuffs so that 
the water reserves will be high and the ability of 
the body then to meet the demand for restoration 
of blood volume is more easily met. Also, the abil- 
ity of the cells to withstand the changes in reac- 
tion of the blood are greater. (3) The acetone 
bodies and the serum phosphorus do not reach 
such a high level after this fortification with car- 
bohydrate so that dangers of acidosis with its 
consequent dehydration, nausea and vomiting are 
much lessened. 


The form and time this carbohydrate is given 
should be considered. For ease of taking and as- 
surance that it is excess, a definite allowance of 
cane sugar or glucose combined with fruit juice 
is customary with us. Stick candy, neither too 
hard to make the mouth sore nor too soft to seem 
cloying, fruit juice fortified with glucose which is 
less sweet than cane sugar are the forms used; 
120-150 grams daily with 2000 cc. of extra fluid 
are used 1-3 days before operation. Even 150 
grams given the day before with the last dose at 
9:30 p. m. gives decided protection. Fruit juice 
with a glucose concentration of ten per cent or 
stick candy, can be given safely 214 to 3 hours 
before operation and unless the patient is very 
apprehensive or has had too much morphine, will 
be either absorbed or pass through the stomach 
at once with no danger of emesis on the table. 
This concentration of glucose is used because the 
best absorption in the stomach takes place at bet- 
ter than five per cent concentration and glucose 
is absorbed the most readily of any of our usual 
sugars. Water given alone will not be absorbed 
under normal conditions though its passage into 
the intestines is very rapid. Addition of salt, 
sugar, and alcohol all help in gastric absorption. 


The problem of gas formation from the carbo- 
hydrates is always raised. Unfortunately that is 
a question which in relation to the gastro-intes- 
tinal tract has received little attention, other than 
uncontrolled types of observation and experi- 
ments. Glucose, sucrose, and lactose are all sus- 
ceptible to some type of fermentation with the 
production of gas and acid or alcohol. Danger 
from this type of fermentation in the body is 
slight as a normal gastric acidity prevents it. 
Glucose and lactose, however, are fermented by 
various types of colon organism; sucrose is not. 
In controlled experiments, we have been able to 
produce measurable distention with lactose only. 
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In testing residues from a fistula at the ileocical 
juncture, glucose and sucrose given by mouth in 
twenty-five per cent solutions could not be de- 
tected except as traces. About three per cent of 
a saturated lactose solution was found at this 
level. The disturbance and discomfort which 
have been attributed to the use of sugars in vari- 
ous forms before operations, can be explained it 
seems to me, on the basis of an inactive bowel 
and its inability to pass even normal amounts of 
gas rather than fermentation of sugars given 
earlier. 


Post-Operative Feeding 


The question of post-operative feeding has 
many answers, but again the site of the operation 
and the after effects of the pre-medication and 
anesthetics and the nutritive condition of the pa- 
tient are the most important. One might divide 
cases into two or three groups, those with nausea 
and vomiting, where obviously restoration § of 
fluid and carbohydrate reserve and prevention of 
acidosis must be controlled by intravenous means. 
Second, the cases without these symptoms. The 
use of stick candy very soon following operation is 
sound on the basis of rapid gastric absorption and 
complete absorption in the small intestines and 
is tolerated better than water. There will be 
absorption with less danger of emesis than with 
H.O and with a reduction in ketone bodies with 
lessened danger from emesis from that source. 


With children and nearly all diabetics and pa- 
tients with non-gastro-intestinal operations, feed- 
ing with small amount of lemonade fortified with 
glucose three hours after the operation or as soon 
as the patient is awake, with ice cream and sher- 
bets as the patient desires, is possible. Conse- 
quently, such patients are ready for supper or at 
the latest for breakfast the next day. The con- 
sistency of the food, then, is adjusted according 
to several factors—if the patient is alert and 
interested, soft food or even a general diet is 
given: if he doesn’t have much energy, liquids 
and soft foods which go down easily are planned. 


In gastric cases, food is withheld a longer 
period—3-5 days, and then the feeding proceeds 
as during medical care, smooth diet—that is food 
cooked and pureed—with milk or milk and cream 
for in-between feedings. Gall bladder cases toler- 
ate food well especially if bile is returned to the 
tract either by mouth or stomach tube, while 
drainage to the outside is profuse. The interest 
and ability of the patient to take food are largely 
the criteria by which the diet is increased. Fat is 
controlled in these cases until the flow of bile into 
the tract is well established. 


HOSPITALS 








~ Am et SG et CO 








nas 
ion 
nd 
a- 
de 
ea 
of 
of 
1S. 
he 
is 
id 
id 
Ye 











Colostomy or. fistula cases are handled from two 
standpoints: (1) formation of a smooth type of 
residue for entrance into the remaining colon; 
(2) concentration of the residues to as large an 
extent as possible so that care of the opening will 
be simple and easy, and if possible collection on a 
pad instead of in colostomy cup. The lower the 
opening in the colon, the less difficulty with this 
concentration. 


In studying residues from fistula at the ileoce- 
cal level, a number of points were clear—first that 
taking of fluid, even water, in between meals, 
usually causes an extrusion of thin watery ma- 
terial. Boiled milk or milk modified by malt, 
cereal, or vegetable puree, gives a smoother, 
creamier mass than raw milk. 


The following list contains foods which were 
found to give smooth creamy residues of fairly 
small volumes which add variety and complete- 
ness to the diet for this type of patient: 


Cornflakes 

Cooked cereals, in general 
Prepared rice cereals 
Bread and jelly 


Meat in any form, grinding unnecessary, eggs and 
cheese 

Ripe pureed bananas 

Pureed pears, either raw or canned 

Applesauce 

Pureed tomatoes and tomato juice 

Pureed peas, squash, spinach 

Strained creamed corn 

Mashed potatoes or twice baked potatoes 


Other foods are added to the list as the patient 
improves, and eventually many of them eat a diet 
normal in texture and amount with the exception 
of a few of the strong vegetables. 


There are no surgical diseases, to my mind, in 
which restriction to the point of danger, of one 
of our food essentials is necessary. There are 
many cases handled in such a way that a patient 
gets into the habit of restricting some essential 
food stuff, but again I must repeat that the patient 
with a condition requiring surgical care has the 
same nutritive demands as the normal, and after 
surgical treatment dietary care should be, and 
can be, planned so that the patient is able to take 
food normal in make up, in consistency, and 
amounts. 





6. Walter Zulauf, M. D. 

Dr. G. Walter Zulauf, superintendent of the 
Allegheny General Hospital, Pittsburgh, Penn- 
sylvania, since 1920, died on May 9, after a long 
illness. 


Dr. Zulauf had spent his life since his gradua- 
tion in medicine in the field of hospital adminis- 
tration. His first hospital connection was assistant 
superintendent of the New York Hospital, under 
one of our best known and oldest administrators, 
Dr. Thomas Howell. He went from the New York 
Hospital to become assistant to Dr. Renwick Ross 
of the Buffalo General Hospital. 


Dr. Zulauf served with distinction in one of the 
Base Hospitals overseas as Captain in the Medical 
Corps of the United States Army. Shortly after 
his discharge from the military service he ac- 
cepted the superintendency of the Allegheny Gen- 
eral Hospital, where his services before, during, 
and after the construction of the new hospital 
identified him as one of the able leaders in the 
field of hospital administration. 


Dr. Zulauf was quiet and retiring in his per- 
sonal and official relationships. He was always 
prominent in the activities of the hospital organ- 
izations of his city and state, and had been an 
active member of the American Hospital Associa- 
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tion since 1915. He leaves a wife and two daugh- 
ters, together with a host of friends within and 
outside the hospital field to mourn his passing. 





firs. Wera S. Brandt 
Mrs. Vera S. Brandt, director of nurses and 
nursing education at Bradford Hospital, Bradford, 
Pennsylvania, for the past six years, died May 14, 
at Michael Reese Hospital, Chicago, Illinois. 


Mrs. Brandt became connected with the Brad- 
ford Hospital in 1932 and soon instituted the Brad- 
ford Hospital School of Nursing. She was on a 
year’s leave of absence from Bradford Hospital 
and was completing her studies at the University 
of Chicago when she was stricken with the illness 
from which she never recovered. 





Sister Rose Alice 

Sister Rose Alice, for thirty-one years superin- 
tendent of St. Joseph’s Hospital, Elmira, New 
York, died May 1, after an extended illness at the 
age of 63 years. She was a native of Lima, New 
York, and was commissioned in 1907 to lead a 
group of nuns sent to Elmira to organize St. 
Joseph’s Hospital, which opened in 1908. 
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Presidential Address 


Hospital Association of Pennsylvania 


JOHN N. HATFIELD 


URING the past year, mine has been, really, 
D a minor part in a play having a cast of many 

people. Whatever success has been at- 
tained, whatever progress has been made, has 
been accomplished through the cooperative ef- 
forts of a group of willing actors. I have found 
happiness in contributing to the many activities 
of the Hospital Association of Pennsylvania over 
a period of years; my one disappointment being 
the realization that my talents are very limited 
and my endurance only ordinary. . 


Association Development 


Since 1921, when it was founded, this associa- 
tion has rendered valuable services to not only 
the hospitals it represents but to all hospitals in 
the state. The problems have been many and 
varied; problems that could not have been met 
with any degree of satisfaction without organ- 
ized endeavor. Systematically planned, unified 
and positive action all along the line is necessary 
if our hospitals are to realize the maximum bene- 
fits the association is capable of producing. In 
order to keep pace with the demands for service 
by a rapidly growing membership, there was es- 
tablished in Harrisburg, three years ago, a branch 
office with S. Hawley Armstrong, assistant secre- 
tary, in charge. The wisdom of that move has 
been proven without question, even to the most 
skeptical minded. I wish to take this opportunity 
to officially express the profound appreciation of 
a grateful membership for the manner in which 
Mr. Armstrong has conducted that office. The 
service has constituted an added expense to the 
association but it has been worth far more than it 
cost. It has been amply demonstrated during 
these recent months that the best interests of the 
members can be served only by concentrating the 
business activities of the association in the Har- 
risburg Office. 


The Council on Policies and Administrative 
Practice, under the chairmanship of Melvin L. 
Sutley, has devoted much time to a study of the 
several major factors involved in making it pos- 
sible to maintain a central office. It has recom- 
mended to the Board of Trustees certain Consti- 
tution and By-Law changes which will be pre- 
sented to this convention for action by the Con- 
stitution and Rules Committee. Principal among 





Presented at the Hospital Association of Pennsylvania Con- 
vention, Philadelphia, Pennsylvania, April 27, 1939. 
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the proposed changes will be a more equitable 
dues system designed to provide adequate finances 
to carry on all association activities without hav- 
ing to request contributions. In all earnestness 
I ask you to support these recommendations. 


Association Service 


It would be impossible here to chronicle a de- 
tailed account of all that has transpired of an 
official nature during the year. Therefore, I shall 
address myself to a few of the more important 
matters not heretofore referred to and addition- 
ally, direct your attention to a subject or two I 
believe to merit discussion. 


It was a great disappointment to me and I 
know it was to Mark Eichenlaub, chairman of the 
Public Relations and Publicity Committee, when 
the board found it necessary to substantially cur- 
tail and finally temporarily postpone the publicity 
program. Last July a letter was directed to all 
members explaining matters and requesting as- 
sistance by enrolling new contributors to help 
meet the situation with which we were faced. 
Response was immediate and most gratifying, to 
say the least. At the time we had in view a 
“must” program of a nature demanding unusual 
financial expense which could not be carried out 
and still maintain public relations activity on the 
then operating basis. 


One of the issues we faced as early as last sum- 
mer was that of supporting the Hospital Council 
of Philadelphia in its court fight to secure a char- 
ter to establish the Associated Hospital Service 
of Philadelphia, Inc. You are familiar with the 
details of that conflict; therefore, let it suffice to 
say that the future of hospital care insurance in 
this state and the nation was at stake. This asso- 
ciation, under the able guidance of David B. Skill- 
man, chairman of the Trustees’ Section, took an 
active part in the proceedings. It financed nearly 
all of the publicity program and assumed a por- 
tion of other expenses along with the American 
Hospital Association and the Hospital Association 
of Philadelphia. 
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Clinic Aid 


For many years the state has biennially appro- 
priated funds, as a subsidy, to a large number of 
our general hospitals to be used toward defray- 
ing the expenses of indigent in-patients. The 
state has consistently avoided subsidizing in any 
way the work of out-patient departments, thus 
failing to encourage the practice of preventive 
medicine in institutions equipped to render that 
type of service. Despite this lack of assistance 
on the part of the Government, our hospitals have 
carried on this all-important activity when the 
financial burden has been almost too heavy to 
bear. On the first of February of this year there 
became effective a medical care program under 
the sponsorship of the Department of Public As- 
sistance which recognizes the out-patient clinics 
of hospitals. It is not likely that hospitals in 
some counties, particularly those in congested 
areas, will be paid the full amount per visit con- 
templated because the necessary funds have not 
yet been provided. It is highly significant that 
at last the principle of clinic aid has been 
established but not without a persistent and re- 
lentless determination on the part of Melvin L. 
Sutley, who represents the association on the State 
Healing Arts Committee that formulated the pro- 
gram. 


Legislative Committee 


Your Legislative Committee has been most ac- 
tive in your interests throughout the year and it 
has had excellent cooperation from Mr. Arm- 
strong of the Harrisburg office. Since the Legis- 
lature convened last January, under the able di- 
rection of A. R. Hazzard, the committee has been 
hard at work in shaping up its program and fol- 
lowing the grist of legislation now pending. One 
bill of great importance to all hospitals, prepared 
and sponsored by the association, is the Highway 
Accident Bill providing for the reimbursement for 
hospitals on account of expenses of the care of 
indigent persons injured in motor vehicle acci- 
dents. If this bill should be favorably acted upon 
it will mean $800,000 a year to our hospitals. 


Your Legislative Committee was active last 
summer and fall. It succeeded in getting extended 
until December 31, 1939, certain exemptions of 
the Women’s 44-Hour Law, representing a saving 
of approximately $750,000 to our hospitals. It 
was successful, too, in securing from the attorney 
general of Pennsylvania, an opinion exempting 
non-profit hospitals from the Act of May 27, 1937, 
which regulates minimum fair wages for women 
and minors. Many thousands of dollars were 
thus saved the hospitals by this accomplishment. 
I cannot commend too highly the effectiveness of 
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this committee and the valuable assistance of Mr. 
Armstrong. 


Hospital Service 


Let us concern ourselves for a few minutes 
with a brief discussion of one or two subjects 
meriting careful thought and consideration by 
every hospital administrator and trustee. What 
is hospital service? That is a fair question, often 
asked but seldom answered with any degree of 
completeness or accuracy. To formulate a defi- 
nition which would do justice to the role of the 
hospital in present day community life might 
prove confusing to the lay mind because of the 
many ramifications involved. The modern hos- 
pital has become more than just a place where 
patients are provided bed, board, nursing and 
medical care. It is a place where special facili- 
ties and personnel are so organized as to provide 
the physician, regardless of his specialty, every 
means possible to aid him in the diagnosis and 
care of the patient, and in research. It is a place 
where physicians, nurses, technicians and others, 
through a carefully prepared and supervised edu- 
cational program, are trained in the medical, 
nursing and other health promoting and curative 
arts. It is a place designed, constructed, fur- 
nished, equipped and staffed to such a degree of 
perfection that it attracts persons from all walks 
of life during illness or injury. It is the hub 
about which the wheel of community health serv- 
ice revolves in its endless whirl to extend the 
span of human life. 


Administrative Problems 


The medical profession and hospitals are faced 
with many perplexing problems resulting from 
social legislation and other regulatory measures 
recently adopted by government, or contemplated 
for adoption. Directly or indirectly, taxation in 
its many forms has made it much more difficult 
for hospitals to expand and maintain their re- 
quired facilities for the care and treatment of 
patients and continue their program of educa- 
tion and research so vital to progress in the health 
field. Additionally, the regulation of work hours 
now affecting non-professionals in our institu- 
tions, has increased operating costs to a point 
where more and more dependency must be placed 
on government subsidy. Our financial problems 
will not be lessened when professionals such as 
nurses and technicians are no longer permitted 
to be listed with a few groups now exempt at the 
discretion of regulatory boards or commissions. 
Taking all factors of hospital institutional life 


‘and labor into consideration, it is not unfair for 


us to expect, and in certain instances to seek, ex- 
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ceptions from laws designed to regulate condi- 
tions in industry which are so obviously different. 


The medical profession now is harassed by a 
notion on the part of the Government that some 
form of socialized medicine should exist. Steps 
have already been taken in Washington to experi- 
ment with the idea over the opposition of organ- 
ized medicine. The socialization of medicine, as 
practiced in European countries, has no place in 
the American scheme and any efforts to make it a 
reality should be deplored by everyone who is 
familiar with the two systems—European sociali- 
zation and American voluntary. 


Group Medical Care Insurance 


Our one big problem, beyond that of financing 
the hospital’s activities, is to find some means 
of making the average citizen self-supporting 
when it comes to purchasing hospital service. It 
is inconceivable that public institutions, whether 
they be hospitals, schools or other public or semi- 
public agencies, will ever be free of indigents; 
therefore, we must provide for them. Hospital 
care insurance, which was inaugurated in this 
country some ten years ago, appears to be the 
answer. Over sixty officially recognized non-profit 
hospital care insurance corporations are now in 
existence with nearly 3,000,000 subscribers. This 
form of insurance is rapidly gaining momentum, 
for it strikes a popular fancy. No self-respecting 
person is content to be a charitable charge if he 
can avoid it; therefore, it remains for us to pro- 
vide a way to help the average person help him- 
self to independency. Once fully established, this 
general plan, which is designed for the person 
of moderate means, must be extended in such a 
manner as to include those persons who ordi- 
narily occupy ward beds, particularly those who 
now pay only a part or none of the cost of hos- 
pital care. This can be accomplished on a basis 
of small weekly payments of five cents or less. 
This system has met with undisputed success in 
certain parts of England and shortly is to be 
tried out in one of our southern states. 


I am convinced that there is merit in the plan 
to extend the voluntary insurance principle to 
medical care as differentiated from hospital care, 
and there are many proponents of the idea in 
and out of the medical profession. As matters 
now stand, private medical practice is steadily de- 
creasing and eleemosynary hospitals are con- 
stantly losing ground, while government’s par- 
ticipation in the hospital field increases. Recog- 
nizing the strong force of public and professional 
demand for a wider application of the voluntary 
insurance principle to hospital and medical care, 
the American Hospital Association has recently 
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affirmed its willingness to cooperate with med- 
ical societies in developing group payment plans 
to cover medical fees of hospital patients of lim- 
ited means. Whatever is accomplished in this 
direction must result from joint action on the 
part of organized medicine and hospitals. In any 
event, responsible medical groups will not pro- 
pose, and hospitals will not participate in any 
project which may interfere with the justly prized 
relation between patient and physician. 


Government Program of Health Care 


I should like to comment briefly on the aims 
and objectives of the National Health Confer- 
ence which convened in Washington last July. It 
might be well also to call your attention to the 
significance of some of those objectives as they 
may affect hospitals. The conference was called 
after a Technical Committee on Medical Care, 
which had carried on an investigation for some 
time, submitted the following five-point program 
in the form of a recommendation: 


1 That Public Health Services, including 
maternal and child hygiene, should be ex- 
panded. 


2 That hospital facilities should be ex- 
panded. 


3 That provision should be made for addi- 
tional medical care for those for whom gov- 
ernment has already assumed some responsi- 
bility for such care and for those who, though 
able to obtain food, shelter and clothing 
through their own resources, are unable to 
procure medical care. 


4 That consideration be given a compre- 
hensive program to increase and improve 
medical services for the entire population by 
leveling off in some way the uneven peak 
costs of medical care. 


5 That temporary disability insurance 
against loss of wages during sickness be 
considered. 


The gist of the committee’s report, as applied 
to general hospitals, is that throughout the coun- 
try the number of beds is inadequate; that they 
are too largely concentrated in large centers of 
population and that the number of beds in such 
institutions which must be supported through 
fees from patients is out of proportion to the in- 
come distribution of population, hence too many 
empty beds. 


The committee recommended a ten-year pro- 
gram providing for the expansion of the nation’s 
hospital facilities by the provision of 360,000 
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beds in general, tuberculosis and mental hospi- 
tals, in rural and urban areas. It recommended, 
in conjunction with this program, the construc- 
tion of 500 health and diagnostic centers in areas 
inaccessible to hospitals. All this to be financed 
in part by the Federal government during the 
first three years of operation. 


Just what these recommendations may eventu- 
ally mean for the nation is problematical. There 
is a general impression abroad that Congress will 
be asked to consider some or all of the recom- 
mendations during this session and there appears 
to be a steadily increasing number of persons who 
favor government participation in the hospital 
field. Authorities on the subject, viewing the rec- 
ommendations from the hospital standpoint, agree 
to the major portion of the program, but are not 
in favor of Compulsory Health Insurance although 
there is justification for the approval of the pro- 
visions for the care of the aged and infirm; the 
indigent; those incapacitated by chronic disease; 
and beneficiaries of old age pensions. It is felt 
that the government should not build new hos- 
pitals except after a careful, competent survey of 
population needs, adequacy of financing opera- 


tion after construction, and the availability of 


competent members of the medical and nursing 
professions to staff the hospitals. 


It would seem reasonable to expect the Federal 
government, before it launches a program of such 
magnitude, to foster the use of existing hospital 
facilities for the indigent sick and those in the 
lower income brackets classified as the “needy 
sick,” by reimbursing hospitals on the basis of 
the cost of service rendered. Government might 
well explore the possibilities of group hospital and 
group medical service plans and their possible re- 
lation to the general problem before a comprehen- 
sive program as outlined by the committee be 
placed before Congress. 


The hospitals in Pennsylvania will be affected 
by any comprehensive health and hospital pro- 
gram undertaken under government auspices. It 
is our responsibility to support all efforts to safe- 
guard the voluntary hospital system against any- 
thing designed to socialize it or the medical pro- 
fession which has been and is the backbone of all 
the eleemosynary hospitals in this country. We 
must not be stampeded into accepting something 
which may break down a service rich in tradition 
and of demonstrated usefulness. The voluntary 
hospitals in the United States represent an invest- 
ment of more than three billion dollars and they 
should not be jeopardized until it is proven that 
they have failed to render an all-inclusive service 
to the people for whom they have been built and 
these many years maintained. 
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Regional Associations 


In concluding this address I wish to pay my re- 
spects to the five regional associations that have 
been active throughout the year. It is heartening 
to observe how conscientiously these several 
groups have maintained their organizations and 
used them for the mutual benefit of their mem- 
bers. This association for several years, has en- 
couraged the formation of regional associations 
and it is hoped that sometime in the near future, 
a way will be found to correlate more closely— 
integrate if you please—their activities with the 
State Association. While there are many prob- 
lems of a general character with which all our 
hospitals are concerned, there are some essen- 
tially of a local nature which are being dealt with 
more satisfactorily by the regional organizations. 


Dr. J. Allen Jackson 


I should like to pay tribute here to a man we 
all learned to love and respect. He departed from 
our midst last summer; died before his earthly 
missions could possibly have been completed. He 
was an able physician and a noted hospital ad- 
ministrator. He contributed generously to medi- 
cal literature and was a speaker of no mean 
ability. He was an organizer of much skill and an 
efficient executive. He served as the President of 
this great Association with distinction and in 
other ways demonstrated his unusual interest in 
its affairs. With you, I mourn the loss of a good 
and true friend, Dr. J. Allen Jackson. 


Conclusion 


Many things pertaining to the work of the As- 
sociation during the year I have not mentioned. I 
have touched upon only a few of the more im- 
portant subjects and with most of them, I am 
sure, you are fully acquainted. The Association 
Bulletin has been published regularly and has 
kept you informed concerning every day happen- 
ings in the field and most of the details of asso- 
ciation routine. Association business is a continu- 
ing process not an annual affair to be disposed 
of during convention. You are fortunate to have 
an Executive Secretary of great energy, capacity 
and ability to direct the ship of state day by day. 
To him, more than any other individual should 
go the credit for whatever has been accomplished 
these past twelve months. 


In conclusion, I desire to express appreciation 
for the valuable assistance rendered by the Board 
of Trustees, the Treasurer, the Council on Policies 
and Administrative Practice and the several com- 
mittees and all those who, in any capacity, fur- 
thered the interests of the Association. 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


@ The more one learns about the procedures in 
some of the hospitals, the more one marvels at 
the rapidity with which the modern hospital is 
abandoning its original psychological moorings of 
charity and sympathy. 

E. H. L. Corwin, M.D. 


@ The emergency room of a hospital is a place 
where all the tragedies of life may be met. The 
various types of personnel working there should 
be carefully chosen and trained to have an ear- 
nest consideration of those with whom they deal. 
A. F. Branton, M.D. 


@ From many corners we hear criticisms of hos- 
pitals for making a profit or surplus on x-rays, 
laboratory work, etc. Where should one obtain 
the funds to operate the non-productive depart- 
ments if not from such sources? Perhaps the 
answer is full coverage flat rates—but I don’t 
like it. 
A. M. Calvin 


@ Why not take the overhead, the cost of non- 
producing departments like the heat, the water, 
the housekeeping, etc., and allocate them to the 
earning departments and know what it costs to 
use the operating room, to take x-ray pictures, to 
perform laboratory tests, to use the delivery 
rooms, to give room and board and nursing care 
to ward patients, and to operate the out-patient 
department. That is cost accounting, you will 
say—and it is! It is the most valuable asset to 
the administrator and his Board of Directors that 
can be inaugurated. 
Sydney G. Davidson 


@ Don’t hire someone to run a department for 
you and then try to run him. Good administra- 
tion depends upon the correct choice of capable 
persons. 

A. F. Brandon, M.D. 


@ When society made the decision that patients 
lacking financial means with which to purchase 
adequate care could not be treated at home dur- 
ing acute illness with the best results, and con- 
sidered it for the interests of the sick (and inci- 
dentally for the doctors’ interests) to herd them 
in groups where they could be treated on a time- 
saving and efficiency basis, an extraordinarily 
great risk and responsibility were assumed. 
E. M. Bluestone, M.D. 


@ The pharmacy is a “forgotten” department in 
many hospitals and yet it is one of the most im- 
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portant units and one that has many possibilities. 
Every hospital of fifty beds or more should con- 
sider the development of the pharmacy or ade- 
quate and safe pharmaceutical service, both for 
the patients and for the staff, as well as for its 
economic value to the hospital. Smaller hospi- 
tals may assign additional duties to the pharma- 
cist, who after all is a well trained person, capable 
of rendering a variety of services. 
Lewis E. Jarrett, M.D. 


@ Forty-nine years ago Florence Nightingale 
was 70 years old when the Edison Bell Company 
of London recorded her voice on a round wax 
cylinder. A few years ago this cylinder was dis- 
covered and the voice of Florence Nightingale 
was reproduced on a modern record. The words 
of Florence Nightingale are these— 


“When I am no longer a memory—just a 
name, I hope my voice may perpetuate the 
great work of my life. God bless my dear 
old comrades of Balaclava and bring them 
safe to shore.” 


@ With this New Year already bringing many 
responsibilities and opportunities to all hospital 
administrators, may we review the words of Miss 
Nightingale as a challenge and face the future 
unafraid. 

Albert G. Hahn 


@ The adoption of a definite, fixed age for re- 
tirement from active staff activities is highly de- 
sirable and, in addition to other manifest advan- 
tages, encourages younger men to strive for the 
higher clinical positions. But unless such a rule 
is rigidly adhered to it becomes a source of vexa- 
tion. We, therefore, advise that. the by-laws of 
the hospital specifically provide that every staff 
member shall automatically retire from active 
staff duty at the age of 65; and provide fur- 
ther that such members, when nominated by the 
medical advisory council, shall be appointed by 
the board to the Emeritus staff with such hospital 
privileges as they may be capable of performing. 
William H. Walsh, M.D. 


q@ In our modern conception, the duty of the hos- 
pital extends far beyond its front doorstep. The 
hospital must be prepared to analyze community 
health needs and endeavor to meet them as far as 
its facilities and accepted field of service will 
permit. 

Harvey Agnew, M.D. 
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A Financial Guide for Service Plans 


MICHAEL A. KELLY 


operating in eastern cities have experienced 

an unusual amount of hospitalization during 
the past winter, I feel the time has arrived to 
analyze this experience. Inasmuch as this condi- 
tion resulted in a downward revision of rate pay- 
ments to hospitals, I invite the hospital admin- 
istrators to draw up a chair with me while I 
outline my observations. 


B ECAUSE some of the hospital service plans 


Importance of Cross-Section Risk 


Directors of service plans so affected claim 
that their high incidence of illness was caused by 
an epidemic of respiratory infections but it may 
be that there are other underlying causes which 
are seriously contributing to the high demand 
from subscribers for hospital care. Perhaps some 
of these plans followed enrollment methods that 
were along the lines of least resistance and that 
were of a type that did not assure a proper cross- 
section of risk. For example the “white collar” 
class and those in the fairly good income classi- 
fication do not in themselves present a proper 
balance of risk because they are much more “hos- 
pital-minded” and experience shows that they use 
more hospitalization than popular service plan 
rates can sustain. Volume enrollment of individ- 
uals and self-formed groups in large areas that 
are thickly populated is bound to attract this type 
of risk. In addition to bringing about an unbal- 
anced plan by popularizing this type of enroll- 
ment, the plan is deliberately cutting down the 
employer’s interest in a payroll deduction system 
of subscriber payment. Our experience in Cleve- 
land has convinced us that employer-cooperation 
throughout is essential to the financially sound 
hospital service plan. Shortly after we were or- 
ganized, we realized that in order to obtain a 
proper cross-section of risk, and income classifi- 
cation, we would have to insist that the employer 
give us the right to explain our plan to every 
employee on his payroll. Consequently our sub- 
scriber-demand for hospital care has not exceeded 
the Cleveland per capita needs. It is interesting to 
observe that, during the first three months of this 
year, our Association’s requirements measured in 
hospital beds ran two and one-half beds per thou- 
sand subscribers, whereas the community as a 
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whole has provided some five beds per thousand 
population for acute illness. 


Points to Consider About the Cleveland Plan 


1 Use of Plan compares with general need of the 
community— 


Subscribers as a whole do not require more 
hospitalization than is generally needed by the 
community, and, even during winter months 
and periods of epidemic, have not used a great- 
er amount of hospitalization than could com- 
fortably be paid for out of current earned 
income. 


2 Use of Plan by employed classification— 


A breakdown of the use of our plan by em- 
ployed classification also reveals a sound posi- 
tion. For example, it is generally conceded 
that school teachers, as a group, need more 
hospital care than others and are more likely 
to be hospitalized for minor ailments, diseases 
peculiar to females and rest periods ordered 
by physicians because of the nervous tension 
that teaching produces. Our experience with 
this classification during the year 1938 re- 
sulted in reserves of slightly over $13,000, 
which was ten per cent of our total accumu- 
lated reserves during the year. When you 
take into consideration that school teacher 
enrollment represented only six per cent of our 
average subscriber enrollment, (June 30, 
1938; 99,695 subscribers), we show a better 
experience with this group than we do with 
our enrollment in general. Isolated abuse of 
the plan within this classification means very 
little when one weighs the group as a whole. 


3 Reserves— 


An analysis of our reserves as compared with 
reserves suggested and required by various 
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DISTRIBUTION OF 


HOSPITALIZATION 
50 % 





JULY 1st, 1934 TO DEC. Sist, 1935 
HOSPITALIZATION 50.0% = $49,538 


RESERVE 19.3% = 19,264 
EXPENSE 30.7% = 30,554 
100.0% 


HOSPITALIZATION 
63.2 % 





YEAR 1957 


HOSPITALIZATION 
RESERVE 
EXPENSE 


63.2% = $506,267 
23.6% = 114,582 


13.2% = 64,047 
100.0% 


VICE A ATION 


INCOME 


HOSPITALIZATION 
60.6 % 





1936 
25.08 = 62,614 


14.44 = 56,183 
100.0% 


HOSPITALIZATION 


HOSPITALIZATION 


70.33 & 





YEAR 1938 
HOSPITALIZATION 70.33% = $556,321 
RESERVE 16.29% = 128,910 
EXPENSE 13.38% = 105,892 

100.00% 
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controlling bodies is very gratifying. For ex- 
ample: 


The laws of the State of New York 
governing a service of our type require a 
reserve of four per cent of earned income. 
Such a reserve for our plan would mean 
$77,636.72. 


The new Ohio law (Senate Bill 181) re- 
quires a reserve equal to fifty per cent of 
all unearned paid premiums which, for 
our plan, would amount to $20,672.00. 


The American Hospital Association 
recommends a reserve of from five per 
cent to ten per cent of earned income. 
That would mean that our reserve on this 
basis should be from $97,000 to $194,000. 


At the present time (March 31, 1939), we 
have a reserve of $343,785.77, and more than 
$68,000 of this sum was accumulated during 
the past winter months. 


By comparison, our reserves are almost five 
times as large as those required by the State 
of New York; seventeen times those required 
by the new Ohio law, and almost twice the 
highest reserve recommended by the American 
Hospital Association. We even have a much 
greater reserve than all suggested and re- 
quired reserves added together. Obviously, as 
long as we continue to lay aside additional re- 
serves out of current income, we must be 
considered a financially sound plan. 


Subscriber’s Contract— 


Our term of subscriber contract is only for a 
period of 12 months. Our present rates and 
accumulated reserves would be more than 
adequate to support even a city-wide abuse of 
the plan for the coming year. If such a con- 
dition of plan-abuse did come about during 
any 12-month period, subscription rates for 
succeeding years could be set accordingly. In 
other words, our present 200,000 subscribers 
must expect to pay rates in keeping with their 
demands for hospital care. It is my opinion 
that the public will support a plan that pro- 
vides the highest amount of hospital service 
for the least possible subscription rate con- 
sistent with safety. I feel that that particular 
feature of our plan is what distinguishes us 
from commercial companies who frankly run 
money-making projects. 


5 Doctors Control the Use of Plan— 


The medical profession has full power to con- 
trol the use of our plan. Our contract states 
that we will furnish care on recommendation 
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CLEVELAND HOSPITAL SERVICE ASSOCIATION 


DISTRIBUTION OF EARNED INCOME 


HOSPITALIZATION 


83.99 % 





JAN. 1st, 1939 TO MARCH 3lst, 1939 





HOSPITALIZATION 83.99% = $263,737 


RESERVE 4.39% = 13,804 
EXPENSE 11.622 = 36,476 
100.00% 


of any licensed physician. If doctors choose 
to hospitalize our subscribers more than is 
necessary, perhaps some action can be taken 
by hospital boards and their administrators. 
No matter how much the subscriber himself 
may wish to abuse the plan, he can make no 
headway in this connection without the col- 
lusion of the attending physician. In other 
words, the doctor orders the subscriber to the 
hospital. The subscriber cannot force the doc- 
tor to hospitalize him. When one looks at the 
plan from this light, one cannot help but feel 
that the honor and integrity of the medical 
profession is at stake in our service. It is 
hardly reasonable to assume that the medical 
profession would break down its high ethical 
standards just to run up higher hospitalization 
costs of the plan. 


Community-sponsored Plan or Compulsory 
Plan— 


When you consider that people never prepaid 
for hospital care in the past, their acceptance 
of the Cleveland Hospital Service Association 
has been overwhelming. Their enrollment has 
well sustained their requirements for hospital- 
ization. There is no question but what a con- 
sistent enrollment of seventy-five per cent of 
all groups would be most desirable, but when 
one considers the pioneer flavor of hospital 
service plans as a whole, had we waited 
around for a seventy-five per cent acceptance 
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by all groups, there never would have been a 
Cleveland Plan in existence. Such a percent- 
age in total requires many years of public ed- 
ucation and I am confident that if we had not 
been demonstrating city-wide the value of a 
service of our type, the people themselves by 
now would be clamoring for what they con- 
sider to be the next best thing, a compulsory 
system for hospital insurance. That in itself 
would naturally have hastened a complete 
socialized system in matters pertaining to 
health, which naturally comes under the well- 
known name of socialized medicine. The point 
to consider is—will we have non-profit com- 
munity-sponsored hospital service plans, or 
will we have a government compulsory plan? 
No other factors enter into this consideration. 
Therefore, it behooves the doctor to do every- 
thing possible to add to the stability of the 
voluntary plan and not to do anything that 
would tend to weaken its structure. Cleveland 
doctors as a group, view our plan in this light 
and our experience shows that in the past five 
years of operation, they have kept our volun- 
tary plan sound and it is only reasonable to 
assume that in the future they will grow to 
be practically guardians of the system. The 
medical profession’s position in this matter is 
much too important for them to in any way 
endanger the voluntary aspects of our plan. 
Since the doctors control use of the plan, and 
the public is well aware of this point, the com- 
munity as a whole will lay responsibility for 
any abuse directly at their doorstep. Needless 
to say, this would shake confidence in the pro- 
fession generally and the doctors themselves 
would be bound to feel solely responsible for 
hastening any compulsory system. 


. Raising the Percentage of Enrolled Groups— 


Our sales organization is set up so as to raise 
constantly the percentages of our enrolled 
groups as compared with their total number 
on the payroll. As a matter of fact, by far 
the greatest percentage of our recent enroll- 
ment has been in the form of additions to our 
already enrolled accounts. As we continue to 
demonstrate the vital need and value of our 
plan, these percentages will grow closer each 
day to one hundred per cent enrolled groups. 


Increased Income Means Greater Benefits for 
Subscribers— 


Commercial interests attempting to enter our 
field have failed primarily because they were 
not social minded. In many cases they can be 
blamed for compulsory systems that have al- 
ready come into existence. Had they scaled 
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their rates and overhead low enough for the 
man in the street to sustain, the government 
might not today be operating compulsory 
systems to care for those in the low income 
class. Outrageously high executive salaries and 
large selling commissions naturally lower the 
percentage of income available for benefits. 
On our present volume of sales, a commercial 
company would pay in commissions alone, over 
$150,000 annually. This sum is now being 
used by the Cleveland Hospital Service Asso- 
ciation to give greater benefits to its enrolled 
subscribers and to further strengthen its 
financial position by larger reserves. Because 
of this point alone, commercial companies can- 
not attempt to successfully compete with non- 
profit hospital-sponsored community plans. 


Payment to Hospitals Consistent with Hospital 
Costs— 


During our five years of operation, we have 
consistently stepped forward in enrollment 
every month. Each time we felt we could safe- 
ly add benefits, we have done so. Whenever 
hospital costs have risen we have increased 
rate payments to hospitals consistent with 
this increased cost and within our ability to 
do so, according to subscriber income. We 
have never had to take a step backward by 
upwardly revising our subscription charges 
or by lowering hospital payment rates. 


Cooperation of Life Insurance Companies— 


The large life insurance companies realize the 
importance of supporting the voluntary as- 
pects of our non-profit hospital plans. They 
know only too well that attacks on our system 
would only result in bringing the day of com- 
pulsory systems for hospital care that much 
closer. Once the problem of hospital and 
health systems are solved by compulsory 
methods, perhaps the next step might mean 
that the government would enter the life in- 
surance field. The large life insurance com- 
panies in dealing with life insurance, have 
done an outstanding piece of work and any 
change in the present system would be de- 
plored by all of us. We in the hospital field 
feel that we have contributed to the financial 
stability of life insurance companies by prop- 
erly caring for ailments of their insured. It is 
only natural that they would support the hos- 
pitals in the development of non-profit hospi- 
tal service plans, in order that their policy 
holders may more easily care for their ail- 
ments and thereby lower the mortality rate 
and contribute to the widening of the span 
of life. 
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Johns Hopkins at Its Fiftieth Milestone 


JOHN E. RANSOM 


in the rotunda of its administration build- 

ing, the Johns Hopkins Hospital was for- 
mally opened. Eight days later its first patient 
was admitted. 


O: May 7, 1889, with fitting ceremonies held 


On that opening day, fifty years ago, Dr. John 
Shaw Billings, who had been selected by the trus- 
tees to plan and supervise the construction of its 
buildings, made one of the principal addresses. He 
concluded his remarks with these words: 


“We have here the beginning of an insti- 
tution which shall endure long after the 
speakers and the audience of today shall have 
finished their life work and have passed away. 
Founded in the interest of suffering human- 
ity, intimately connected with a great uni- 
versity, amply provided with what is at pres- 
ent known to be essential to its work, we have 
every reason to predict for it a long and pros- 
perous career, with steadily progressing im- 
provement in its organization and methods, 
and enlargement of its activity and influence. 


“Let us hope that before the last sands 
shall: have run out from beneath the feet of 
the years of the nineteenth century, it will 
have become a model of its kind, and that 
upon the centennial of its anniversary it will 
be a hospital which shall compare favorably, 
not only in structure and arrangement, but 
in results achieved, with any other institution 
of like character in existence.” 


A half century later, on May 4, 1939, there was 
gathered in a large tent on the hospital grounds 
another larger assemblage to celebrate the fiftieth 
anniversary of the inauguration of the service of 
the Johns Hopkins Hospital. 


Representatives of the American Medical Asso- 
ciation, the American Hospital Association, the 
American College of Surgeons, the American Col- 
lege of Physicians, and the American Nurses’ As- 
sociation were there to extend the greetings, 
felicitations, and good wishes of their respective 
organizations. There too was Dr. James B. Her- 
rick of Chicago, Emeritus Professor of Medicine 
in Rush Medical College, to deliver a commemora- 
tive address, full of expressions of appreciation 
of what Hopkins had done and is doing to provide 
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skilled service to its patients, to advance medical 
education, and to foster and promote medical re- 
search; and of sage and friendly counsel as to 
what it might well attempt in the future. 


The Johns Hopkins Hospital owes its existence 
to the far-seeing generosity of a wealthy Balti- 
morean, who died in that city sixty-six years ago, 
and whose name it proudly bears. Born of Quaker 
parentage on a farm in a neighboring county, 
John Hopkins moved to Baltimore as a young man 
and there engaged in mercantile and banking pur- 
suits. At the time of his death in 1873, at the 
age of 78 years, he had become one of the city’s 
wealthiest citizens; his fortune at that time ap- 
proximating seven million dollars. 


The Founder’s Wish and Purpose 


Several years before his death, Mr. Hopkins 
made definite plans for the disposition of this 
wealth. Half of it he designated to found a uni- 
versity and half to build, equip, and endow a hos- 
pital. Mr. Hopkins himself saw to the incorpora- 
tion of these two institutions. He chose the 


. hospital’s first board of trustees, purchased the 


land for its site, and early in the year in which 
he died, sent to the trustees a letter of instruction 
which specified that indigent residents of Balti- 
more and Maryland were to be admitted free, with 
no distinctions as to age, race, sex or color. 


Provision was to be made as well for patients 
able to pay for their care. It was to be carefully 
planned as to buildings and equipment. Skilled 
physicians and surgeons, were to be secured to 
care for its patients and a nurse training school 
was to be maintained. Perhaps of greatest sig- 
nificance and potentiality was the stipulation 
which he phrased as follows: “In all your arrange- 
ments in relation to this hospital you will bear 
constantly in mind that it is my wish and purpose 
that this institution should form a part of the 
medical school of that university for which I have 
made ample provision in my will.” From its in- 
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The Johns Hopkins Hospital—1889 


ception the Johns Hopkins has been a teaching 
hospital, and throughout the fifty years of its 
service to the sick, that service has been quickened 
and enriched by the influence of the teaching of 
medicine and stimulated by medical research. The 
medical school faculty, which was to constitute 
the staff of the hospital as well was chosen with 
circumspection and care. President Daniel Coit 
Gilman selected the young Dr. William H. Welch 
to fill the Chair of Pathology. Gilman and Welch 
selected the clinical faculty—William Osler to 
head the Department of Medicine; Howard Kelly 
to be gynecologist-in-chief ; William Halsted to be 
surgeon-in-chief. To these men “the four doc- 
tors” one of whom, the venerable and beloved Dr. 
Kelly, still survives, the Johns Hopkins Hospital 
owes much of its early fame. They charted its 
course, set high standards for its professional 
work, and in some way engendered that fine spirit 
of conscientious thoroughness, permeated with 
friendliness that has characterized the institution 
from its beginning. 


But of no less significance in the development 
and maintenance of Hopkins standards has been 
the ability and progressive spirit of its adminis- 
trative staff. With the exception of the first few 
months during which President Gilman was its 
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acting superintendent, the Johns Hopkins Hos- 
pital has had but two directors—Dr. Henry M. 
Hurd, who served from August 1889 to 1911, and 
Dr. Winford H. Smith, who has served continu- 
ously from 1911 to the present time. Its board 
of trustees, in like good fortune, has had but three 
presidents ; Judge Henry D. Harlan, who has been 
a trustee since 1895, has been its president for 
thirty-three of the hospital’s fifty years. The 
value of long tenure of office by able administra- 
tors needs no explanation. 


Growth and Development 


The principal sum of the founder’s gift of ap- 
proximately three million dollars constituted the 
hospital’s first endowment; the buildings having 
been constructed and equipped out of the earnings 
of this capital. The original plant consisted of 
seventeen buildings; provided 220 beds. Mr. 
Hopkins expressed the hope that its capacity 
might eventually reach 400 beds. The further 
growth and development of the hospital has been 
made possible by generous gifts from individuals, 
corporations, and foundations. Among these 
benefactors have been the Marburg family, Henry 
Phipps, Mrs. Harriet Lane Johnson, James 
Buchanan Brady, Mrs. Lucy Wortham James, 
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George K. McGaw, the General Education Board, 
the Carnegie Corporation, the Wilmer Founda- 
tion and a generous but anonymous donor. Their 
gifts were made, some directly to the hospital, 
others through the medical school of the uni- 
versity. 


In 1889, the plant together with the endow- 
ment represented an investment of slightly more 
than five million dollars. Fifty years later, that 
sum had been increased to more than twenty-six 
millions. The bed capacity had grown from 220 
to 954. 


In its care of patients, a hospital serves chiefly 
the sick of its own locality. Provision of this 
service is a local responsibility in which the out- 
side world has little interest or concern. In this 
phase of its work the Johns Hopkins Hospital 
differs little from the many other voluntary hos- 
pitals throughout the country, though like other 
medical centers it does attract patients from a 
wide area. But in their educational and research 
activities, hospitals such as the Hopkins serve a 
much larger and more widely dispersed clientele. 


Contribution to Medical Education and Training 


From the beginning, the Johns Hopkins has 





been a teaching hospital. It was with this in 
mind that its founder established it. All of the 
physicians and surgeons who have been graduated 
from the medical school of the Johns Hopkins 
University have received the major part of their 
clinical instruction on the wards and in the out- 
patients’ department of the Johns Hopkins Hos- 
pital. From the beginning through the year 1938, 
there have been 2,918 of these graduates. They 
have dispersed throughout the world to practice 
the art for which they trained at Hopkins. 


To its house staff—interns, assistant residents, 
and residents—in all 1,475 men and women, not 
including its present staff, the hospital has pro- 
vided a more intensive though less formal train- 
ing. These young physicians have spent from one 
to eight postgraduate years perfecting themselves 
in medical diagnosis and treatment. The following 
quotation from a recent report tells briefly of 
what some of them are doing and have done— 


“Of the 1,475 former members of the resi- 
dent staff, both living and dead, at least 124 
were appointed professors in medical schools, 
three were made directors of research insti- 
tutions, two shared a Nobel prize award; 
and one—Jesse W. Lazear—lost his life 
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The Johns Hopkins Hospital—1939 
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through an attack of yellow fever contracted 
while serving on the commission which 
demonstrated that this disease is transmitted 
by a particular species of mosquito.” 


In the field of hospital administration, fifteen 
men who have at some time been assistant direc- 
tors of the hospital have become superintendents 
or directors of other hospitals. 


Contribution to Nursing Education and Training 


In his letter of instructions to his board of 
trustees, Mr. Hopkins expressed the desire that a 
training school for nurses be established in con- 
nection with the hospital he was founding. Such 
a school was organized in 1889. This school may 
well claim credit for many contributions to the 
general scheme of nurses’ training in this coun- 
try. It was the first to lengthen the training 
course from two to three years (1896) and to in- 
crease the probationary period to six months 
(1900), this period being included in the three 
year course. 


Other important contributions for the introduc- 
tion of which the school may claim credit are: 


The introduction of a course in dietetics as 
a part of the regular training course.., 


The abolition of pay for nurses in training, 
thus putting them on a student rather than 
an employee basis. 


The establishment of an eight-hour day for 
student nurses, thus providing them with 
more time for study. 


The establishment of laboratory courses 
as a regular feature of the curriculum. 


The employment of paid instructors and 
lecturers. 


The incorporation of instruction and prac- 
tical experience in the nursing of psychiatric 
patients as a part of the basic course. 







Two thousand, one hundred seventy-five nurses 
have been graduated from the Johns Hopkins 
Training School. These graduates have been and 
are engaged in all of the many types of nursing 
service throughout the United States and in many 
foreign countries. 


Connected as it has always been with a medical 
school which has given large place in its program 
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of these contributions is far too long for inclusion 
in an article such as this. 


Service to the Patient — 


But a hospital’s primary purpose is always that 
of providing adequate care for the patients who 
come to its wards and out-patient clinics to avail 
themselves of the service which its professional 


staff renders. It is the hospital’s responsibility to - 


see that its staff consists of able, conscientious 
physicians and surgeons and that they have at 
all times at their disposal the equipment, organ- 
ization and technical assistance which are essen- 
tial to their best work for the patients. It was 
Mr. Hopkins’ expressed desire that the service 
rendered by the hospital he founded should “com- 
pare favorably” with that of similar institutions 
wherever they might be. It has been the purpose 
of the administration and the staff of his hospital 
to see that this injunction be faithfully observed. 


In its first fifty years the Johns Hopkins Hos- 
pital has served a large number of sick men, 
women, and children. It has provided more than 
seven million days of service to 358,000 patients 
who have been admitted to its wards. To its out- 
patient clinics, ambulatory patients have made 
more than six and a half million visits. 


To such an institution as the Johns Hopkins 
Hospital, the passing of its fiftieth birthday an- 
niversary marks the end of no era, witnesses the 
inauguration of no new program. It will go on just 
as it has been going, trying to do its work as well 
as it can from day to day. It will continue to give 
to its patients conscientious effective medical care. 
It will do its part in providing educational facili- 
ties for young men and women who are preparing 
to enter the medical and nursing professions. It 
will make its resources available for medical re- 
search and will encourage investigation of the 
problems of disease. 


It was well for it to pause for a few days, take 
stock of its resources, reconsider the purposes for 
which it was founded and has been maintained, 
welcome back some of the men and women it has 
helped train and the notables who came to share 
in the celebration, to the end that it might 
strenghen its faith and reinforce its purpose to 
use to the utmost its facilities for the promotion 
of the welfare of mankind. 
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to medical research, the Hopkins Hospital has as- 
sisted in the making of many significant contribu- 
tions to medical knowledge and to the practice of 
medicine in both diagnosis and treatment. A list * 
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Licensing of Hospitals 


A. J. HOCKETT, M.D. 


fessional ethics, hospitals have, since their 

beginning, been exempted from any oper:: 
ating licenses or certification on the part of our 
legislative bodies. While all other institutions 
representing public health or safety have always 
been, surveyed and required to meet minimum 
standards, our hospitals have remained immune 
from such regulations. In an age of an enlight- 
ened public and in an era of “nostrums” and 
“quackery,” it has become more and more appar- 
ent that sooner or later it will be necessary to 
establish some program of minimum standards 
under state or Federal administration to survey 
and evaluate the work of our hospitals. 


| reso behind a cloak of charity and pyro- 


As Dr. Hertzler has recently pointed out, our 
first hospitals were undoubtedly established with- 
out any regard to community needs. The hos- 
pital was founded because some one person had 
the money and the desire for a monument or be- 
cause a doctor felt the need of some place for his 
own exclusive use. When a physician developed 
both a desire and a need at the same time, the 
community found itself in possession of a new 
hospital and very often the number of hospitals 
in any given community closely approximated 
the number of practicing physicians therein. 


Influence of the College of Surgeons 


Recognizing the failure of legislative authori- 
ties to take action in these matters, the American 
College of Surgeons, many years ago, began their 
hospital standardization program and set up min- 
imum standards which they felt accredited hos- 
pitals should meet. These standards were grate- 
fully accepted by all leaders in the profession and 
have accomplished a great deal towards elimi- 
nating some of the abuses which were all too 
prevalent in our institutions. Unfortunately it 
has not been possible to impose anything more 
than a moral responsibility upon those who have 
failed to meet these specifications. 


Happily enough, the move towards more effec- 
tive regulations in hospital practices is originat- 
ing with people in the hospital field. Those who 
are giving the most thought to the subject realize 
the dangers inherent in any program politically 
conceived and drawn up without the guidance of 
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those qualified to judge the complexities of good 
hospital administration. The implications which 
have arisen in Washington, under the health pro- 
visions of the Social Security Act, where we are 
already beginning to hear of minimum standards 
as they apply to the medical profession and to 
hospitals, have influenced at least five states to 
begin the preparation of a legislative program 
looking forward to the time when all hospitals 
will be surveyed by some official form of State 
Hospital Board. 


The American Hospital Association has devel- 
oped a skeleton plan of licensure which is avail- 
able to members of that association. In at least 
two states—namely, Texas and Arkansas—such 
legislation has already been introduced. The 
movement is new and the subject matter of such 
acts debatable, but it behooves all of us to give 
serious consideration to such an important de- 
velopment. There are certain standard provi- 
sions of any such act which should be immedi- 
ately apparent. The statements in this paper are 
my personal reactions and should not be inter- 
preted as carrying any official sanction. 


State Hospital Board 


A State Hospital Board, consisting of not less 
than five and not more than ten members, should 
be set up. The members of this board should be 
qualified in hospital administration, either by 
membership or fellowship in the American Col- 
lege of Hospital Administrators, or by a stated 
number of years service in the administrative 
field. Under the direction of this board there 
certainly should be an active full-time field man 
to assemble reports and to bring to the attention 
of the board observations throughout his state. 
Contents of the act should be specific as to the 
membership, tenure of office and duties of such a 
board, but should not be loaded with technical 
details of hospital administration which would 
be difficult to carry out because of the many com- 
plexities of individual hospital control. All hos- 
pitals in the area should be licensed by this board 
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and the license fees used to carry on the activities 
of such a board, in order that no additional bur- 
den of taxation be shifted on to the community. 


It is important that representatives of the 
board be empowered to meet with hospital trus- 
tees in order that an effective educational pro- 
gram in hospital policies may be carried on and 
that hospitals may know the aims, principles, and 
ideals which are offered by all the provisions of 
this act. This act, as all regulatory acts, should 
carry a punitive section defining the penalties for 
evasion of any provisions of the act. 


The following paragraph is quoted verbatim 
from the proposed Texas law and will be the most 
important part of any act. It should be imme- 
diately apparent that all such acts must be ana- 
lyzed by trained hospital executives in order to 
prevent abuses. Actual regulations are left to 
the direction of the board. 


“The State Hospital Board shall have the 
power to make such rules and regulations, 
not inconsistent with law, for the protection 
of the welfare of the patients and the public 
health, as may be necessary, and for the 
proper regulation of hospitals in Texas, and 
the enforcement of this act.” 


Under the provisions of this paragraph, this 
Hospital Board is therefore qualified to set up 
proper regulations for minimum standards of 
good hospital practices. The well run smaller hos- 
pital, which is meeting community needs to the 
best of its ability, should welcome such regula- 
tions because the competition offered by quacks 
and charlatans, who are running fly-by-night in- 
stitutions which hardly have the right to be desig- 
nated as hospitals, will no longer exist. 


The contents of these regulations will in all 
probability follow the hospital standards which 
have been set up by the American College of Sur- 
geons. The following will suggest some of the 
points which should be considered in setting up 
such regulations: 


Proper Fire Protection: It is a well known fact 
that many of our older hospitals, both large and 
small, at the present time are little more than 
fire traps, in spite of the ironic fact that they 
are founded to preserve the health and welfare 
of the people in their community. 


Registered Graduate Nurse Personnel: There 
are hospitals, today, being operated under the 
supervision and guidance of practical nurses. 
Whether the number of graduate nurses per pa- 
tient should be defined or not is a matter which 
deserves discussion. 


Laboratory Facilities: Laboratory facilities for 
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the ordinary tests necessary for routine diagnos- 
tic procedures should be provided either in the 
hospital or by affiliations. This should include 
tissue diagnosis of all tissues removed at opera- 
tions. This will eventually become one of the 
most important regulations of the act, in accom- 
plishing the elimination of the abortion mills, 
and, at the same time, will provide a vast source 
of statistical data for the study of diseases. 


X-ray Facilities: It is an admitted fact that 
patients cannot be properly cared for in a hos- 
pital unless some x-ray facilities are provided. 
The fact that there are still a few tuberculosis 
sanatoriums receiving patients without any x-ray 
facilities available is indeed a sad commentary 
upon hospital standards, and is one of the rea- 
sons for the movement towards hospital licensure. 


Proper Records: Any movement towards hos- 
pital licensure must be predicated upon keeping 
proper records for inspection and examination of 
the hospital work by the members of the hospital 
board. It has been pointed out, time and again, 
that proper records have nothing to do with the 
bed capacity of the hospital. 


Staff Organization: Staff organization is a 
matter which cannot be easily defined by any 
regulatory act. We merely should insist upon 
staff organization, even in our smaller hospitals, 
along lines looking towards improving our hos- 
pital service and protecting the patients. 


Sanitation Requirements: Sanitary provisions, 
which should be required of our hospitals, should 
follow closely the regulations which already have 
been laid down in nearly all states, in regard to 
hotel guests. Surely our hospital patients should 
have at least as much safety in regard to sanitary 
protection as they would have in a hotel. 


Fee Splitting: Whether or not the ethical prin- 
ciples involved in the splitting of fees should come 
under the supervision of such an act should be 
carefully studied. That the practice exists, at 
least to some extent, is acknowledged by every 
realistic thinker. The legal aspects must be in- 
vestigated before a rule can be made on subjects 
of this kind. 


It cannot be too strongly reiterated that this 
movement of licensing hospitals is one which will 
merit a great deal of study during the next few 
years. Its development and guidance has had its 
beginning in our hospitals. We should be aware 
of the dangers inherent upon losing control of 
this program and should view the subject with an 
assurance that, if properly administered by us, it 
will react to the benefit of all good hospitals in our 
respective states. 


HOSPITALS 
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Administrators’ Field in Maternal and 


New-Born Care 


L. C. VONDER HEIDT 


OR a hospital administrator to comment on 
F i very complex subject of maternal and 

new-born care is a rather difficult assign- 
ment. The administrator does, however, have a 
definite responsibility in this field of activity. 
That responsibility, to my mind, is to correlate 
all the facts and theories that may be expressed 
by various staff members and nursing personnel 
and then take summary action tending towards 
improvement in the care and safeguarding of 
these patients. 


Results Are Important Proof of the Quality 
of Service 


My experience in these two sections is confined 
to my own hospital where I have been associated 
for almost thirteen years, and I shall, of course, 
find it necessary to comment on this particular 
experience. West Suburban Hospital has been 
established twenty-five years. This year we will 
commemorate the birth of our thirty thousandth 
baby. Every five thousandth birth is commemo- 
rated by a celebration in the way of a surprise 
silver cup to the mother and gratis service on 
the part of the hospital and physician. This in- 
stitution is a general hospital, serving largely the 
general practitioner type of physician who prac- 
tice in west end Chicago and adjoining suburbs. 
During the past twelve years we have had an 
average of 1,515 births per year. The average 
number of physicians who registered maternity 
patients is 150. I mention this as I think it has 
bearing on succeeding data: 


Last year, with 1,448 births, we had the 
misfortune of losing one mother. 

Infant mortality was 2.1. 

Fifty per cent of the new-born deaths were 
premature births. 

We had no cases of puerperal sepsis. 

We had two thrombophlebitis cases and one 
breast abscess. 

We had fifteen impetigo cases. 

It must be admited that these facts do indicate 
that we have a high-grade group of physicians 
and also a fine standard of nursing care and hos- 
pital service. 
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Last year there were 169 physicians who de- 
livered the 1,448 babies. Of this total, 320 were 
delivered by obstetrical specialists. I make this 
comment with the observation that I think the 
majority of maternity cases throughout the coun- 
try will of necessity continue in the hands of the 
family practitioner and if we make any attempt 
to change this through too rigid hospital control, 
the result may be fewer hospital births. The ob- 
stetrical staff in our hospital, however, does dom- 
inate the picture insofar as technique and routine 
departmental control are concerned. 


“An Ounce of Prevention Is Worth a Pound 
of Cure” 


In an endeavor to promote better maternal and 
new-born care and to prevent sporadic and seri- 
ous nursery epidemics, the following points should 
be considered: 


1 Care in selecting nursery space—Cross ven- 
tilation and sun exposure being essential. 


2 A scrub sink—installed at the entrance to 
every nursery—with the staff requirement 
that physicians scrub before entering. 


3 Humidity control—I believe it is now a 
generally accepted fact that humidity is an 
absolute necessity. To dehydrate these new- 
born infants is to lower their natural resist- 
ance and make them prey to various types 
of infectious organisms. Thirty per cent 
minimum humidity is adequate. 


4 Rigid control of nursery visitors—I am still 
not satisfied with this problem: it my own 
institution, but I have an idea that if we have 
the courage to pre-register visitors on a card 
prepared for the purpose by the hospital and 
have it distributed through the physician 
prior to patients coming into the hospital, 
the card to be filed with the hostess upon 
registration, that such action will impress the 
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mother and enable her to ward off the visit- 
ing tendency even before the happy event 
occurs. On this card we can outline the 
regulations and reasons for control and urge 
patients to restrict visitors to near relatives. 


A systematic routine in cautioning mothers 
not to contact visitors and to particularly 
avoid the hand-shake and osculatory greet- 
ings—I mean by this, our nursery supervisor 
calls on each mother shortly after her ar- 
rival from the birth room, giving cautionary 
advice and supplements this conversation 
with a card reinforcing in substance what 
she has given them verbally. 


Breast care be made the function of the nur- 
sery rather than floor care. 


Spraying of the mother’s hands and breasts 
with fifty per cent alcohol a routine procedure 
before infants are brought to breast. 


Reducing the bacterial count—Ultra-violet 
irradiation by inverted lamps projected ceil- 
ing-ward in the nursery is a contributing 
factor in reducing the bacterial count. I 
would not say it is a first essential, but to 
visualize how we sterilize, scrub and paint 
when we do have difficulty, I really think it 
is worth while. As stated, we have shown 
by laboratory study that it did reduce the 
bacterial colony count. These ultra-violet 
units must, however, be equipped with filter 
jackets to eliminate the ozone, which has 
some irritating effect on the eyes. 


Control of impetigo—Impetigo continues a 
perennial nightmare to all hospital adminis- 
trators, staff physicians, and nursing person- 
nel. As stated, last year we had fifteen cases, 
or slightly in excess of one per cent. While 
the difficulty never reached the epidemic 
stage, for a period of three months we con- 
tinued to have one or two cases. Prompt 
isolation and rigid contagious technique 
seemed to keep the situation well in hand. 
During the last six months we have been en- 
tirely free. 


We have considered the non-cleansing 


theory and leaving the vernix undisturbed, 
but no action was taken beyond the con- 
versational stage. To vaccinate the “no 
bath” theory so early in life would seem 
too bad. We do, however, follow the pro- 
cedure of applying a two per cent ammoni- 
ated mercury ointment as a _ prophylactic 
measure immediately after birth and also 
routine repeat applications every fourth day, 
which means each infant receives three ap- 
plications during the ten-day stay. This 
treatment seems to be most effective as the 
difficulty has entirely disappeared, no case 
having occurred during the last six-months 
period. The ointment being two per cent 
ammoniated mercury in a base of 50 per cent 
lanolin and 50 per cent petrolatum. 


Another factor we like to stress is that 
when infants so afflicted are placed in isola- 
tion—that isolation technique should like- 
wise be applied to the mother. By isolation 
technique we mean that special nurses are 
engaged at hospital expense to take care of 
such babies and mothers. 


Ample nursery space with subdivision facili- 
ties—I would suggest two or three dormitory 
divisions, i.e., a separate service room, a sep- 
arate formula room as well as a separate 
isolation nursery and separate return baby 
nursery. This program is doubtless unat- 
tainable in a small hospital, but I am merely 
expressing it as the ideal arrangement. 


The Chicago Board of Health regulations for 
maternity care are quite interesting as well as 
worth reading, and while we are located across 
the street from Chicago and are not amenable to 
these regulations, we do keep in close touch. All 
requirements are not practical and hardly attain- 
able, but on the whole the tendency is towards 
progress and more intensive supervision. 


In concluding, I trust it will not be presumed 
that I have intruded too far in the professional 
field, but I repeat, and I think it will be gener- 
ally granted, that in this field the administrator 
has definite administrative duties as well as a 
moral responsibility. 
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Children's Hospital to Receive $100,000 


On a recent court decision, the will of the late 
Dr. W. C. Kendig was upheld and the Children’s 
Hospital, Cincinnati, Ohio, is assured of receiving 
a bequest of $100,000. 

Judge William H. Lueders, in commenting upon 
the decision, stated “One hundred years from now 
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Dr. Kendig’s gift will be serving the sick little 
children of this community. The court knew Dr. 
Kendig for many years and feels gratified that the 
worldly goods he was able to accumulate during a 
life of toil were given back to the public for the 
Children’s Hospital.” 
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ment during the past two decades, one is im- 
pressed by the constant emphasis upon 
higher standards in the education of the profes- 
sional personnel of the hospital. For a long time 
this subject has occupied a prominent place on 
the programs of the American Hospital Associa- 
tion. It has been the theme of discussion in prac- 
tically all the meetings where hospital leaders 
have convened. Today, when the progressive ad- 
vance of modern medicine necessitates a great in- 
crease in auxiliary workers, the question assumes 
a greater significance than at any previous time. 
A glance at the subjects of discussion on this pro- 
gram of the American College of Surgeons at Win- 
nipeg assures us that there is no abatement of the 
interest in higher standards for all hospital pro- 
fessions. A nationally known leader in nursing 
education sets forth the present high level in nurs- 
ing education and nursing service; there was 
heard also a panel discussion on the education 
and training of hospital administrators. It fell 
to my lot to bring before you the trends in the 
education of several other professions allied with 
medicine. 


AQ nent cri the history of hospital manage- 


Medical and X-ray Technologists 


I shall begin with the technologists. In Jan- 
uary, 1936, the American Society of Clinical Path- 
ologists published a list of schools that were sat- 
isfying the minimum requirements of the Board 
of Registry in medical technology. At the same 
time the Society requested the Medical Associa- 
tion to inspect all the schools throughout the coun- 
try that offered training in this field. Accepting 
the invitation, the Medical Association assigned 
the work of inspection to the Council on Medical 
Education and Hospitals. The Council examined 
one hundred ninety-eight schools of technology, 
along with twelve independent laboratories and 
nine commercial schools. In their published re- 
port of the examination, the Council showed that 
a small number of these schools prescribed four 
years of liberal arts and the basic sciences and 
one year of practice in the hospital laboratory 
as a requirement for graduation. Twenty-five 
schools required three years in the arts and basic 
sciences followed by one year in the hospital lab- 
oratory. By far the largest number of schools— 
one hundred forty-nine, to be exact—gave a course 
that was purely technical in character. 
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To secure uniformity, the American Society of 
Clinical Pathologists and the Council drafted a 
program of standards for all schools undertaking 
to train students in medical technology. They 
outlined a course of studies, and laid down the 
following regulations for faculty training, clin- 
ical facilities, size of hospital laboratory, equip- 
ment and management: 


The director of the school must be a medical 
doctor and pathologist of recognized ability; the 
clinical laboratory must have adequate equipment ; 
the library must contain up-to-date references, 
must subscribe to periodicals containing the latest 
literature on medical technology, and contain the 
standard text books; the hospital must be large 
enough to admit at least two thousand patients 
yearly in order to give sufficient opportunity for 
practice and supply adequate material for tests; 
the hospital administration must take the re- 
sponsibility of keeping up the school’s efficiency if 
the course were given under the auspices of a 
hospital, and the Board of Control, if the course 
were given in a college or university. 


Every year since 1936, the standards in the 
educational preparation of medical technologists 
have been made progressively higher. Happily, 
the various schools throughout the country have 
each time met the challenge and some of them 
have taken the initiative in advancing both their 
facilities and their curriculum to a level in excess 
of the requirements. At present, the minimum 
for all entrants to the medical technology course 
is two years of college work. However, a num- 
ber of the colleges and all the universities give 
three or more years. In 1938 there were one hun- 
cred forty-one schools in thirty states. Forty- 
three of these have a college course in medical 
technology extending to four years or longer, and 
leading to the bachelor of science degree. 


The making of an x-ray technician has been 
in times past, a slow process, proficiency having 
been acquired most often by the gradual accu- 
mulation of experience in an x-ray department. 
Up to now the prospective trainee has found few 
ready-made courses in x-ray technique. In gen- 
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eral, one year of instruction in the x-ray labora- 
tory was the norm for the beginner, a later ex- 
perience of two years being considered necessary 
to make a skilled technician. The American Reg- 
istry of X-ray Technicians prescribes merely a 
full year of acceptable laboratory training and a 
year’s experience as the minimum for registra- 
tion. In addition, the registrant must agree to 
work under direct medical supervision and to ob- 
serve a code of ethics in regard to the secrecy 
of written and oral diagnoses. 


Medical Record Librarian 


One of the newest professions is that of the 
record librarian. In keeping with the procedure 
followed by other standardizing agencies, the As- 
sociation of Medical Record Librarians in 1933 
established a curriculum for the education of med- 
ical record librarians. The Association has ap- 
proved eight schools, three in the East, four in 
the Middle West and one on the Western Coast. 
Hospitals approved for the medical record work 
must be on the accredited list of the American 
Hospital Association, the American Medical As- 
sociation, and the American College of Surgeons; 
must have an average daily discharge of not less 
than twenty-five patients, an out-patient depart- 
ment, an accredited school of nursing, an intern 
service, and a medical social service department. 
While two years of college work is the minimum 
educational requirement for entrance to the pro- 
fessional side of the work, the one college school 
which gives the course has always required three 
years of college work as a foundation. The theory 
and practice in medical records is given at the 
hospital during the fourth year, under the spon- 
sorship of the medical records department. The 
course leads to a bachelor of science degree. After 
the present year, this school will require all its 
students in medical records to follow a four years’ 
sequence in the college and to obtain the bach- 
elor’s degree. The degree course will be followed 
by an internship of nine months in the medical 
records’ department of the hospital. 


The professional curriculum in our own hos- 
pital includes theory and practice in record pro- 
cedures; medical dictation or office practice; serv- 
ice in the out-patient department, the admitting 
office, the x-ray office, the operating rooms and 
the pathological laboratories. Students are re- 
quired to attend regular staff meetings, to visit 
outstanding hospitals and observe demonstrations 
ot the latest equipment. 


Hospital Dietitian 


A little over two decades ago a new profession 
entered the field of hospital work. This new pro- 
fession was hospital dietetics. We can only won- 
der that it remained unrecognized so long when 
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we consider that medicine traces its ancestry back 
to Hippocrates, and its professional status back 
to the thirteenth century, and that food has al- 
ways played an important role in the care of the 
patient. Apparently no one considered it impor- 
tant that exact scientific methods be applied in 
the preparation of food for patients until twenty- 
one years ago. Yet a survey made last year re- 
ports twenty-four hundred dietitians now in hos- 
pital service. If we were allowed to estimate on 
the basis of one dietitian for every one hundred 
patients, as recommended, there would be four 
times as many hospital dietitians as there are. 
However, the present number, twenty-four hun- 
dred, gives evidence or rapid growth for a period 
of twenty-one years, especially as the course of 
training covers five years. According to the pres- 
ent standards, the hospital dietitian must com- 
plete a college sequence in home economics and 
an internship of one year to qualify for registra- 
tion with the American Dietetic Association. The 
year of internship is spent in a hospital approved 
for the purpose. The present trend seems to be 
towards greater specialization of courses in diets 
and disease in the college or university division 
of the work. 


Occupational Therapist 


Occupational therapy, as we know it today, 
came into existence during the world war. It 
developed to a great extent in the veterans’ hos- 
pitals, because it found there, especially, its rea- 
son for being. Gradually it found acceptance also 
in the modern hospital, where it became a valuable 
helpmate to the physician and the nurse because 
of its rehabilitating influence on both the mind 
and the body of the patient. It is not extensively 
practiced in general hospitals, but has thoroughly 
established itself in institutions where patients 
must endure a prolonged sickness. Nervous and 
mental, orthopedic, and tuberculosis hospitals and 
sanatoria find it invaluable. 


To become a trained therapist one must meet 
the minimum standards for registration as pub- 
lished by the Council of Medical Education and 
Hospitals of the American Medical Association. 
The affiliation of the occupational therapy school 
with a college, university or medical school is 
recommended. Nor can a hospital conduct occu- 
pational therapy courses independently. The hos- 
pital is needed as a training ground in the several 
branches of occupational therapy, but it must 
work in conjunction with a college or university. 
The Hospital number of the Journal of the Amer- 
ican Medical Association for March 11, 1939, 
names six professional schools of occupational 
therapy. All of these schools have a diploma 
course of three academic years, with one year of 
college as an entrance requirement. Three schools 
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have a five year course leading to the bachelor of 
science degree. The trend seems to be toward 
greater specialization in the program of technical 
studies, and greater emphasis on the degree 
course. 


Medical Social Worker 


Dr. Malcolm T. MacEachern’s “Hospital Organ- 
ization and Management” contains the following 
statements: “In surveying the earlier evolution 
of the social worker, we find that as early as 1886 
the Children’s Hospital of San Francisco rendered 
a type of social service. In 1894 the New York 
Post-Graduate Hospital appointed a paid social 
worker to work in the babies’ ward, and in 1905 
the first hospital social service department in the 
United States, was opened in Boston.” 


Within the past decade the growth of medical 
social service has been rapid. The American 
Association of Medical Social Workers, in May, 
1934, laid down as a standard for the profession: 
graduation from an approved school of social work 
and two years of supervised case work experience 
in a recognized medical social agency. The trend 
at present is to have the prospective medical social 
worker first complete a college course with a 
major in sociology and social service leading to 
the bachelor of science degree: then to pursue a 
course of two years in a School of Social Work, 
taking their field work in their own specialty, 
the two years’ course leads to the Master of Sci- 
ence degree in medical social work. 


Here again the direction of emphasis seems 


to be greater specialization. The demand for qual- 
ified workers in this profession increases stead- 
ily, as the hospitals throughout the country be- 
come more and more conscious of their important 
function on the hospital staff. 


Institutes 


The University of Minnesota is unique in hav- 
ing a special building where, throughout the 
academic year, the various professional groups of 
the hospital may continue their education. The 
building is known as Center of Continuation 
Study. Although the Center has existed only two 
years, it has already given twenty-one institutes 
in the medical specialties. These were so success- 
ful that the original plan was enlarged to include 
institutes for the various service professions asso- 
ciated with medicine. During the past winter 
institutes for administrators, medical record li- 
brarians, medical social workers and dietitians 
were held at this Continuation of Study Center. 


Participation in such periods of intensive study 
stimulates professional growth and keeps us alert 
to the current trends of hospital service. 
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Economic Features of X-Ray Protection 


“A study of the International Recommenda- 
tions for X-ray Protection shows that while they 
are self-consistent, they are too stringent for most 
conditions encountered in the usual hospital prac- 
tice,” says the Technical News Bulletin of the Na- 
tional Bureau of Standards. 


“Since the lead walls form a major part of the 
installation cost of an x-ray department, any per- 
missible economies therein should be welcome. 
Based on recent studies by Lauriston S. Taylor 
at the Bureau, concrete walls and floors were 
found to provide adequate protection when used 
in sufficient thickness. For higher voltage ranges, 
costs may be reduced to one-tenth by using con- 
crete instead of lead walls, but for voltages below 
200 kv. the use of lead may be economically ad- 
vantageous. By considering the decrease in in- 
tensity of the x-rays with the distance from the 
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x-ray tube, further substantial reductions in the 
protective walls may be made. While scattering 
of x-rays from a patient forms an important 
source of secondary radiation, its intensity has 
been over-estimated. By considering the actual 
intensity and penetration of the scattered rays, 
the side protective walls may usually be reduced 
far below the thicknesses called for in the Inter- 
national Recommendations. The penetration of 
the x-rays is also decreased rapidly when they are 
scattered at right angles to their original direc- 
tion (Compton effect). This has not been previ- 
ously considered from the economic point of view, 
whereas its recognition permits substantial sav- 
ings in any protective walls. In general it is 
found, as compared with the International Rec- 
ommendations, that at 200 kv., costs may be re- 
duced to one-fifth, and at 400 kv. to one-tenth in 
new x-ray installations.” 
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Management of the Front Office 
| and Information Service 


IRENE M. ROSZEL 


impression received by the patient and his 

relatives upon entering the front office is 
usually a permanent one. Therefore, it is most 
important for the good of the patient as well as 
for the reputation of the hospital that this im- 
pression be favorable. This impression is influ- 
enced considerably by the physical aspects of the 
front office and the exterior approach to the hos- 
pital as well as by the attitude of the personnel 
who receive and admit him. 


The front office should be well lighted, prefer- 
ably by natural light, but if this is not possible 
by sufficient artificial light. The furniture should 
be comfortable and adequate. Draperies and a 
few well chosen pictures add to the attractiveness 
of the front office, and are welcome sights to the 
patient entering. Frequently, if the hospital is 
willing, a local florist will be glad to furnish fresh 
flowers for the front office. This is done in the 
Alexandria Hospital. 


F in impressions are usually lasting and the 


Recently, I noticed our United States Flag in the 
front office of a hospital I visited. Never had I 
felt it to be more beautiful or appropriately 
placed. It seemed to inspire strength and secur- 
ity. The front office should radiate cheer. The 
patient enters the hospital usually much against 
his will and frequently is in a critical frame of 
mind. If everything meeting his eye from the 
color of the wall to the admitting clerk is pleas- 
ant and attractive, his attitude is apt to be tem- 
pered to one of confidence and assurance that his 
welfare and comfort is of prime importance here. 
There is no more important place in the hospital, 
as far as the opinion of the public is concerned, 
than the front office. It is here the “personality” 
and the humanitarian spirit of the institution is 
first felt. Our patients, their relatives and friends 
make their judgments of the hospital quite largely 
upon their reception and discharge from this de- 
partment. Not infrequently has a patient been 
known to compliment all the hospital service, ex- 
cept for some criticism of the management of the 
front office. Perhaps, the admitting clerk did not 
manifest a sufficient interest in him or abruptly 
answered an inquiry from a friend or relative. 


Presented at the Hospital Conference of the American College 
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Qualifications of the Personnel 


Care in the selection of the personnel of the 
front office cannot be over-emphasized. The ad- 
mitting nurse, clerk, cashier, telephone operator, 
or any other member of the front office person- 
nel who is not interested in each and every patient 
who comes within the hospital’s doors and who 
cannot make this interest apparent, has no place 
in the office. 


First of all, he must be courteous and under- 
standing. He should have the happy faculty of 
making each and every patient feel that he is an 
expected and welcome guest. He must remember 
the meaning of the words “hospital” and “hospi- 
tality.” He should be patient and tactful in ex- 
plaining rules regarding visitors and financial 
arrangements. He must be firm in carrying out 
the rules of the institution, but he must do so in 
a manner which does not antagonize the patient 
or his family. Regardless of how unreasonable 
they may be, the admitting clerk should remain 
calm and diplomatic. He must remember always 
that he is dealing with persons who are under a 
terrific strain physically and mentally and that 
it is his duty to aid them in any way possible. 
Pleasantness and happiness are infectious, and if 
the patient can feel this attitude in the front office 
personnel he will be benefited, rather than made 
worse, because of his experience in the office. 


The front office personnel should be trained in 
quick, efficient, businesslike admission of the pa- 
tient. There should be no waste of time, because 
this tires the patient, holds up some one waiting 
for admission or information, and is inefficient 
office management. The front office personnel 
must be conscientious, efficient, and feel deeply 
the responsibility they bear to humanity in suf- 
fering and distress, to the hospital for the promo- 
tion of the good will of the community, and to 
the business principles of the institution. They 
must have an appreciation of the confidential 
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nature of the information they gather in regard 
to patients. The progressive institution realizes 
more and more the importance of the selection of 
front office personnel with these qualifications. 


Dealing With Complaints 


We believe the best way to deal with complaints 
is to prevent them, as far as possible, by mak- 
ing the patient so comfortable and happy that 
he will have no cause for complaints. Make him 
feel at home and welcome from the moment he 
enters the hospital until he leaves. By frequent 
conferences with the personnel of the various 
departments, particularly the nursing depart- 
ment, the dietary department, and the housekeep- 
ing department, complaints may be avoided to 
considerable extent. 


Any complaint made against an individual or 
group should be made known to the interested 
person or persons and an explanation expected. 
When an individual or group has frequent com- 
plaints made against them, we naturally decide 
a change is necessary. 


We believe another means of prevention of 
complaints is frequent visitation of the patients 
by the hospital superintendent. The oftener the 
superintendent visits the patient and the more 
interest and solicitude for his comfort the super- 
intendent manifests, the less likelihood there is 
of complaint, both by reason of example to other 
members of the staff of his interest in each pa- 
tient personally, and by the patient’s knowledge 
that the superintendent really is interested and 
concerned enough to visit him as often as possible. 
These personal contacts with the patient make for 
his feeling of security and confidence that every 
one in the institution is interested in and desires 
his stay in the hospital to be as comfortable and 
happy as is humanly possible. We are deeply 
interested in each patient’s welfare and the 
oftener he sees us in his room inquiring as to 
how he is and if there is anything we can do for 
him, if there is any special food he would like, 
in short—the more thoughtful we are for him 
the less likely he is to complain. Friendliness 
and personal interest on the part of the super- 
intendent have a great deal to do with the preven- 
tion of complaints. 


Complaints should be listened to attentively 
and courteously. The patient must be assured 
the cause for the complaint will be investigated 
and corrected. The superintendent should make 
the complainer realize that he as head of the hos- 
pital, regrets sincerely any cause for complaint 
and will make every effort to see that it is cor- 
rected. People are usually appreciative of our 
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efforts and not infrequently express themselves 
as having been sorry they have made the com- 
plaint, and leave the hospital with a friendly feel- 
ing for it. We must try to eliminate causes for 
complaints, whether it be a noisy laundry machine 
under or near the patient’s room, a clumsy por- 
ter, or an abrupt or negligent nurse. 


All our complaints do not come from patients 
or their relatives. Sometimes doctors complain 
because of lack of some piece of equipment they 
feel necessary in the hospital, lack of sufficient 
room space, or lack of sufficient nursing staff. We 
bring these complaints to the Board of Directors 
for correction. 


Patients sometimes complain about the hos- 
pital charges. With the cooperation of the doc- 
tors telling their patients of hospital charges 
before they are admitted, publication of the rules, 
tact and patience, these complaints are gradu- 
ally lessening. We try to weigh each complaint 
on its merit and act accordingly. 


Handling Information Pertaining to Patients 


Information which is permissible to give con- 
cerning patients should be given courteously and 
intelligently. The information should be at hand 
and there should be no delay in making the re- 
port. Delay causes anxiety and irritation to the 
waiting, anxious relative or friend. A morning 
and evening report should be on the information 
desk. In case of an extremely ill patient, more 
frequent information should be available. It is 
inexcusable to have to wait for information. The 
manner in which the information is given is of 
great importance. The voice should vibrate with 
personal interest, sympathy, good cheer and help- 
fulness. Ask for the name of the person calling 
and if there is a message. 


When it is necessary to refuse information, it 
should be done so in a courteous and sympa- 
thetic manner. The inquirer should be referred 
to the doctor, but this must be done in such a 
manner that one cannot be accused of being 
rude, discourteous, ignorant or uninterested. 
Here again, the utmost tact, patience, and cour- 
tesy must be exercised. All transfers, discharges, 
deaths, and births, must be telephoned to the in- 
formation desk immediately.: In cases of acci- 
dent, death, sudden changes for the worse, a 
nurse, not the switchboard operator, must notify 
the relatives. They should be told with sym- 
pathy and tact, impressed with the seriousness 
of the situation, yet not unduly alarmed. Before 
releasing information to an insurance company 
an authorization from the patient must be se- 
cured. And before releasing information to news- 
papers, we must be sure nothing is released 
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against the patient’s desires or that will in any 
way be detrimental to him. Newspaper men 
should be treated with courtesy and consideration, 
but our patient’s welfare, desire, and protection 
come first. 


Control of Visitors 


Every courtesy must be shown visitors but 
rules regarding them must be rigidly enforced. 
Time should be taken, if necessary, to explain 
to them why there must be these rules which 
to some of them are nonsense. Visitors should 
be conducted through the hospital on an inspec- 
tion tour if they so desire. Questions should be 
answered courteously and frankly. The air of 
veiled mystery is and should be fast disappear- 
ing from the hospital. If we could afford a 
hostess many of our problems concerning visitors 
would be eliminated, but few hospitals are able 
to afford one. Lacking a hostess it becomes the 
duty of each member of the hospital staff by his 
manner or his words to make the patient and 
his relatives realize that the rules and regula- 
tions are for his good. 


In the smaller hospital sometimes the visitor 
does not heed the signs regarding visitors, but up- 
on learning from someone outside the hospital the 
location of the patient’s room, will go immediately 
to it. It then becomes the nurses’s duty to protect 
the patient. The nurse must be tactful but firm. 
The doctor can do a great deal to help in the con- 
trol of visitors if he will explain to the patient 
and his relatives the importance of rest and the 
effect of too many visitors. There should never 
be more than two visitors at the bedside at any 
one time. A card system is used in some hos- 
pitals, whereby only two visitors are given a card 
at a time and no one else allowed to visit the 
patient until the two cards are returned. Neces- 
sarily, rules regarding visitors must be more 
rigidly enforced in pediatric and maternity wards. 
No children should be permitted in either of these. 
In the pediatric ward only the parents should 
be allowed and they should be made to wash their 
hands and wear a gown on entrance. Visiting 
hours should be short. Control of visitors con- 
stitutes a big problem in all hospitals, but it is 
especially true in the smaller ones. 





Montana Conference of the Catholic 
Hospital Association 


The Montana Conference of the Catholic Hos- 
pital Association held its annual meeting in Havre 
on May 4 and 5. 


Among the principal speakers were the Right 
Reverend Monsignor Maurice F. Griffin of Cleve- 
land, Ohio, who discussed the attitude of the hos- 
pital associations toward the National Health Act, 
and Sister Mary Conchessa of St. Paul, Minnesota, 
a member of the Examining Board of the Cath- 
olic Hospital Association Evaluation Program, 
who reported the progress of the Evaluation 
Program. 

General discussion centered around the topic of 
“Group Hospitalization” plans for the state of 
Montana. 

A token of appreciation was extended to Right 
Reverend Edwin V. O’Hara, who is leaving Mon- 
tana to be installed as Bishop of Kansas. 

Sister Mercy, of Kalispell, was elected president 
of the Conference. 

The Conference nominated Sister Mary Mag- 
dalen, of Missoula, to act as their delegate at the 
National Catholic Hospital Association meeting 


being held in Milwaukee. 
———_~<.___ 


Dedication of the Loretto Hospital 


The Loretto Hospital of Chicago (formerly the 
Frances E. Willard Hospital) was dedicated on 
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May 16, by the Most Reverend William D. O’Brien, 
D.D., LL.D., Auxiliary Bishop of Chicago. 


The Loretto Hospital has a capacity of 175 beds 
and 26 bassinets, and it is affiliated with the 
Loyola University School of Medicine. 


The Sisters of Saint Casimir of.Chicago took 
over the management of the old Frances E. 
Willard Hospital in December of last year, and 
after a brief period of reorganization the new Lo- 
retto Hospital opened its doors on January 16, 
1939. Sister M. Patricia, R.N., is Superior, and 
Sister M. Alma, R.N., is superintendent. 


Florida Hospital Association 


At its recent meeting the Florida Hospital As- 
sociation elected the following officers: 


President—J. H. Therrell, M. D., Florida State 
Hospital, Chattahoochee 

President-elect—Mrs. Homer C. Harris, Orange 
General Hospital, Orlando 

Secretary—Fred M. Walker, Duval City Hos- 
pital, Jacksonville 

Treasurer—J. H. Holcombe, St. Luke’s Hos- 
pital, Jacksonville 

Trustees—Gertrude Overstreet, Alachua Coun- 
ty Hospital, Gainesville; Katherine A. Moyer, 
R. N., Lake Wales Hospital, Lake Wales; 
Richard L. Martin, Mount Park Hospital, St. 
Petersburg 
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Establishing Uniform Rates for Care of 
Indigent Patients in Voluntary Hospitals 


PETER D. WARD, M.D. 


philanthropy to the use of public funds for 

financing the care of indigent patients, it ap- 
pears timely that we consider governmental sup- 
port as a rational method for utilizing the facilities 
already available in the voluntary hospitals 
throughout the country. Such support might well 
be encouraged as an economical substitute for the 
construction of governmental hospitals to care for 
indigent patients, except in communities where 
there are no hospital facilities available. Also, in 
communities where the hospitals are inadequately 
staffed and equipped, governmental funds could be 
used to subsidize such institutions in order that 
they might provide an acceptable quality of 
service. 


BB passes of a discernible trend from private 


What Constitutes Adequate Care for the Indigent? 


The problem of paying for such care on an equi- 
table basis becomes a matter of concern to all vol- 
untary hospitals. But before we can reasonably 
establish uniform rates for indigent patients in 
voluntary hospitals, it is essential that we clearly 
understand and agree upon what constitutes ade- 
quate hospital care. Until this has been accom- 
plished we cannot expect a governmental agency 
to allocate public funds for such a purpose. There- 
fore, standards of care and standards of payment 
are recognized as factors of the utmost impor- 
tance. 


It is evident that the service provided to in- 
digent patients in some hospitals throughout the 
country is inadequate. Various factors have a 
bearing upon this—the economic status of the 
community, the degree of self-sufficiency of a 
given institution, the cultural and racial factions 
involved—all must be considered. Authentic 
studies have substantiated the existence of inade- 
quacy by revealing incredibly low costs. Instances 
of hospital costs as low or lower than $1.00 per 
day are cases in point. Almost everyone will agree 
that such service could hardly be of an acceptable 
quality. 


There are other hospitals, particularly in the 
rural areas of the country, that for lack of finan- 
cial support are unable to provide for a well- 
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trained staff and personnel, nor do they have the 
necessary diagnostic or treatment facilities to give 
adequate care to their patients. An understanding 
attitude among doctors, hospital executives, and 
representatives of governmental or other agen- 
cies must be the basis of all discussion for the in- 
telligent solution of these problems. 


Appraising the Quality of Hospital Care— 
Analyzing Its Costs 


To appraise the quality of hospital care it will 
be necessary for the hospitals of a given area to 
analyze their costs, their types of services, and 
other pertinent data. Such an analysis should 
serve as a prelude to an examination for deter- 
mining the adequacy of hospital care. This in 
conjunction with a knowledge of the physical plant 
and its facilities, equipment available, efficiency 
of x-ray, laboratory, dietary and nursing depart- 
ments, medical staff organization—all at a stand- 
ard acceptable to the rating agencies—would en- 
able a hospital or group of hospitals of a particu- 
lar area to determine what constitutes an accept- 
able quality of service. 


Establishing an Equitable Rate 


In considering the problem of establishing a 
proper rate for such service, we cannot overlook 
the fact that the cost for hospitalization varies 
considerably throughout the country—from state 
to state, county to county, and city to city. The 
type and quality of service rendered, and whether 
or not the staff and personnel are efficient and 
well-trained, will certainly reveal itself in cost. 
Different methods of accounting and various allo- 
cations of expense frequently cause startling re- 
sults. Also there are many intangible factors in 
hospital service which cannot be measured mere- 
ly in terms of expense—these must be compre- 
hended and considered. 
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Uniform Rates for Comparative Services 


For these obvious reasons and others, it is ap- 
parent that it would be impossible to adopt a uni- 
form rate for a whole state. On the other hand, 
it is conceivable that a group of voluntary hos- 
pitals in a city or limited geographical area could 
establish uniform rates for comparative service 
and accommodations. 


In developing such a program it is important 
that the executives of the non-profit hospitals of 
a community agree to act jointly in all negotia- 
tions leading to the establishing of uniform rates 
for comparable services. They should decide 
among themselves on a tentative plan as a basis 
for negotiation with the governmental or other 
agency. The reimbursing agency, however, may 
desire full information concerning the methods 
employed in computing costs which led to the es- 
tablishment of the proposed rate. The privilege of 
investigating the quality of service provided 
might be requested by such agencies and should 
be granted. For these reasons it is advisable when 
setting up a per diem rate that it be sufficient to 
permit the quality of service desired. 


Three years ago a project was developed 
throughout the country for the care of indigent 
crippled children in voluntary hospitals. The Fed- 
eral grants made to each state for this purpose 
conformed to certain provisions of the Social Se- 
curity Act. In Minnesota, the hospitals of the 
four largest cities, Duluth, Minneapolis, Roches- 
ter and St. Paul, were selected to provide care for 
such children. (The fact that the orthopedic sur- 
geons are located in these centers was the reason 
for confining the work to these cities.) 


Numerous conferences between representatives 
of the governmental agency sponsoring the pro- 
gram and a committee representing the voluntary 
hospitals preceded the establishment of standards 
of care and rates paid for the services. Out of 
these negotiations a per diem rate covering ward 
accommodations and several additional services 
was established. Also agreements were made re- 
garding charges for x-rays, special laboratory ex- 
aminations, and certain drugs. After three years 
of experience it is generally conceded that the 
services have been satisfactory and that the rates 
adopted cover costs. This is cited merely to indi- 
cate that it is possible to solve these problems by 
conference between governmental agencies and 
voluntary hospitals. In other words—it can be 
done! 


Some Guiding Principles in Developing Program 


There are several principles that might serve 
as guides in developing such a program: 
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First, and probably the most important, hospi- 
tal executives of a community should be in accord 
in their deliberation on such matters; otherwise 
their efforts would not accomplish the desired 
results. 


Second, hospitals should stand firm in requiring 
a per diem payment for hospitalization of indigent 
patients rather than accept payment in a lump 
sum. 


Third, the services to be paid for by govern- 
mental or other agencies should be organized on 
a comparable basis. For example, if x-ray service 
is to be furnished, certain limitations should be 
stipulated; that is, the per diem rate should be 
sufficient to cover such additional service in short- 
stay cases. For those who are familiar with group 
hospital service plans and the schedules of pay- 
ment used, this is not a new device. Some advo- 
cate further that the cost of amortizing buildings 
and equipment be included in the determination 
of such a per diem rate. However, the latter in- 
clusion seems unwise because voluntary hospitals 
should make some effort to share the burden with 
the Government in recognition of provisions made 
for tax exemption and various other privileges. 
Also there should remain some incentive for pri- 
vate philanthropy. 


Fourth, there should be established a uniform 
rate for all hospitals within a certain area. One 
is fully aware of the difficulty in deciding upon a 
per diem rate between the upper limit of the teach- 
ing hospital cost and the lower limit of the small 
low cost hospital, thus meeting on a common 
ground in an effort to establish a uniform rate. 


Fifth, participating institutions should adopt 
basically similar accounting systems. 


Sixth, it is important that medical and hospital 
services should be divorced for the purpose of re- 
imbursement; in other words, that separate sched- 
ules of charges be provided. This has proved to 
be a desirable feature in the development of the 
program for the care of crippled children in vol- 
untary hospitals, as mentioned previously. 


The importance of group hospitalization and the 
effectiveness of the per diem schedule developed 
by the various plans makes me confident that if 
such a program can be worked out successfully 
for the non-indigent, that it can be done for the 
indigent as well. I look forward to the time when 
the Federal Government or other governmental 
agencies will make proper provision for repayment 
to voluntary hospitals, for the care which the lat- 
ter can so well provide. The medical profession 
and hospital group should cooperate to develop an 
effective public health program, and I am con- 
fident that it can, and will, be done. 
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Control of Infections and Isolation 
of Infected Patients 


~ CLEMENT C. CLAY, M.D. 


LL hospitals are called up to offer service 
A to patients with infections, but few of 

them will admit so-called contagious cases 
willingly. Many communities have special institu- 
tions for the care of individuals suffering from 
certain communicable diseases. Many modern 
authorities question the need for such special hos- 
pitals. They contend that it is more economical 
and just as safe to house all patients in one insti- 
tution. It may be necessary, of course, to desig- 
nate a pavilion, or a floor, or at least several rooms 
as the contagious disease unit. There is ample 
evidence to prove that proper technique causes 
such a unit to be more free from cross infections 
than the general wards of a hospital. 


Communicable Disease Unit 


In a certain hospital there is a unit for com- 
municable diseases which has about twelve beds. 
At one time, it may contain cases of such varied 
nature as measles, scarlet fever, mumps, men- 
ingococcal meningitis, undulant fever, and chick- 
enpox. A review of the records for a month 
would demonstrate not a single case of cross in- 
fection. Moreover, the patients do not contract 
upper respiratory infections as readily as do those 
in other divisions of the hospital. As indicated 
later, the very restricted visiting regulations may 
be of some importance in that regard. 


In 1847 Semmelweiss of Vienna observed that 
maternity patients contracted puerperal sepsis if 
they were attended by doctors or students who 
went directly from the dissecting rooms to de- 
liver them. By the simple process of requiring 
those attendants to wash their hands thoroughly 
with soap and water, Semmelweiss reduced the 
incidence of puerperal fever to an unbelievably 
low level for that age. Several years later, Pas- 
teur demonstrated the reason for this phenom- 
enal result. Lord Lister of England studied the 
work of Pasteur and introduced antiseptic meth- 
ods in surgery. Now we rely upon aseptic pro- 
cedures in the operating and labor rooms. Per- 
haps the day will come when asepsis will be re- 
garded as of as great importance in general med- 
icine and pediatrics. 
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Early History of Isolation of Communicable 
Disease 


Prior to 1889 there probably was no conscious 
effort to isolate patients who were suffering from 
infectious conditions. In that year, Gancher of 
L’hopital des Enfants Malades in Paris intro- 
duced a crude cubicle system and required dishes, 
bed linens, et cetera, to be sterilized by steam 
under pressure. He ordered that hands were to 
be scrubbed after attendants had handled one of 
the patients. The use of gowns was mandatory. 
The nurse was not permitted to care for patients 
with different types of contagious diseases. Be- 
fore Gancher’s time, it had been said that patients 
did not die of the conditions for which they were 
admitted to hospitals but of the diseases which 
they contracted in those hospitals. His methods 
reduced the danger of cross infections markedly. 
Other workers experimented still further with 
his ideas and the Pasteur Hospital (1900) at- 
tained what was believed to be scientific perfec- 
tion in cubicle isolation. 


Importance of Early Recognition in Controlling 
Infections 


Early recognition of infections is one of the 
most powerful weapons to be used in controlling 
them. The admitting officer must have had suf- 
ficient experience to segregate suspicious cases 
whether among children or among adults. It is 
common practice, of course, to isolate all new 
arrivals in pediatric wards for a period of at 
least twenty-four hours; but it appears at times 
that comparable care is not exercised in the ad- 
mission of adults. 


All of us are familiar with instances in which 
open cases of tuberculosis of the lungs have been 
discovered on surgical or general medical wards 
because of incomplete investigation of the eti- 
ology of a “bronchitis.” In one city with which 


53 





I am acquainted, the health department requires 
removal of a case of erysipelas to the contagious 
hospital. The doctors are accustomed to evade 
the regulation by labeling such a case “dermato- 
cellulitis” and to retain it in the general hospital. 


In many institutions there is an astonishing 
lack of respect for the streptococcus and the in- 
fections which it produces. The running ear of 
one patient may give rise to a sore throat in an- 
other and pneumonia in still another because of 
failure to examine the pus in the original case and 
to isolate that patient. » 


Hazards of Visiting 


Visitors may be bearers of death to patients 
in a hospital. The fond wife with a “slight cold” 
kisses her dear husband as she joyfully welcomes 
him back safe and sound from the operating 
room, and, thus, starts him flying toward the door 
of the morgue on wings of the pneumococcus. All 
visitors must be impressed with the fact that 
patients are in the hospital because they are ill 
and that powers of resistance are lowered by such 
illness. An individual who might throw off a 
cold in a day or two when in his usual robust 
state may succumb to a pulmonary infection fol- 
lowing exposure to the same organisms if super- 
imposed upon a debilitating condition. 


In Chicago, the Health Department has regula- 
tions which enable the hospitals to exclude vis- 
itors who have upper respiratory infections and 
to limit the number of visitors to a ward patient. 
Strangely enough, many institutions do not take 
advantage of these regulations. During a recent 
mild epidemic of influenza, the Health Depart- 
ment recommended that even more strict regula- 
tions against visiting be enforced. For a period 
of five days, visitors were not permitted to see 
patients in one hospital without special permis- 
sion from the director’s office. Passes were is- 
sued only to members of the immediate families 
of moribund patients. It was gratifying to real- 
ize that few people complained about the rules 
and that almost all of those who did find fault ad- 
mitted after the situation had been explained to 
them that the hospital was rendering a very fine 
service to its patients. 


Young children should not be permitted to visit 
patients. It is not a pleasant experience to have 
a case or two of scarlet fever appear on an adult 
ward, especially in surgery or obstetrics, and to 
learn later that little Johnny who “just had to 
see his mother” there several days before broke 
out with a rash a few hours after his visit. 


A recent number of HOSPITALS carried an 
editorial plea for more sane visiting regulations. 
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It pointed out the obvious fact that one institution 
in a community could not control the situation 
unless the others were willing to cooperate in ad- 
hering to a uniform code. 


Dangers Arising from Colds and Sore Throats 


“Perhaps there is some excuse for the visitor 
who invades the hospital when he knows that he 
is ill, but does not realize the seriousness of his 
transgression. What excuse can there be for the 
doctor or nurse who insists upon attending pa- 
tients even though suffering from a well-devel- 
oped sore throat or other equally contagious con- 
dition? The wearing of the ordinary gauze mask 
does not prevent the spread of infection in such 
instances. Perhaps a cotton-filled gauze mask 
or one of cellophane or of paper may be more 
efficient. Nevertheless, it would be far better 
for the offending individual to remain off duty 
until well. 


There is a little verse by Lucy Thibault which 
appeared in the Arkansas Democrat several years 
ago. It should become familiar to everyone visit- 
ing in or working in a hospital: 

“Mary had a little cold, but wouldn’t stay at home, 


And everywhere that Mary went, that cold was sure 
to roam; 

It wandered into Molly’s eyes and filled them full of 
tears. 

It jumped from there to Bobby’s nose, and thence to 
Jimmie’s ears. 


“It painted Anna’s throat bright red, and swelled poor 
Jennie’s head. 


Dora had a fever, and a cough put Jack to bed. 
The moral of this little tale is very quickly said— 


She could have saved a lot of pain by just one day in 
bed!” 


Protection Through the Examination of 
Employees 


The examination of individuals at the time of 
employment in the hospital, if done properly, will 
lead to the elimination in practically every case 
of those with communicable conditions. Schick 
and Dick tests should be performed on all em- 
ployees and those who exhibit a positive reac- 
tion should be immunized if they are to come in 
intimate contact with patients. The record of 
the tests is valuable in the case of the other in- 
dividuals if they happen to be exposed to patients 
with diphtheria or scarlet fever later. Smallpox 
vaccination should be mandatory for every hos- 
pital attache from the chief of staff and superin- 
tendent down. Food service department staff and 
nursing personnel should be immunized against 
typhoid and paratyphoid fever. Stool examina- 
tions should be made if there is any question of 
the person’s being a typhoid carrier. Blood Kahn 
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and (or) Wassermann examinations should be 
performed at the time of employment and repeated 
at regular intervals, particularly if the individ- 
uals are attached to the food service department. 


Donors and Blood Transfusions 


In this era of frequent blood transfusions, there 
is growing concern arising from the possibility 
that diseases may be transmitted in the donor’s 
blood (or from the patient to the donor if the 
technique of a direct transfusion is poor). There 
should be facilities for the performance of a rapid 
serological test before use of blood in emergency 
transfusions. Still better, however, the need for 
blood should be recognized sufficiently early to 
permit selection of healthy donors and examina- 
tion of their blood under less hurried conditions. 
Ideally, the donor should undergo a physical ex- 
amination and his history should be elicited with 
particular attention to certain details, such as 
previous venereal or malarial infection. 


Wound Infections 


The occurrence of wound infections in surgical 
cases should be the indication for a searching 
investigation of the technique in pre-operative 
preparation, during the operation, and in post- 
operative care. Suture materials must be pur- 
chased from a reliable concern. and must be prop- 
erly handled. The use of ample quantities of soap 
and water applied with vigor are thought by 
many surgeons to be a far more important part 
of the skin preparation than the application of 
an antiseptic of brilliant hue; still, few of them 
are willing to dispense with antiseptics. Inter- 
esting work is being done in several institutions 
where the effect of sterilization of the air of oper- 
ating rooms with ultraviolet light is being studied. 
The incidence of wound infections is said to be 
reduced greatly by such an installation. 


Preventing Secondary Infections 


In spite of all that everyone on the staff may | 


do, infections are going to appear in any hospital 
at one time or another. Therefore, there should 
be a carefully laid plan for meeting such emer- 
gencies and preventing development of secondary 
infections. It is desirable to collect the various 
conditions into groups and to specify the meas- 
ures for each such group. At the University of 
Chicago Clinics, the following classification has 
been adopted: 
Type I (Red Card)—Absolute quarantine—commu- 
nicable diseases and other infectious diseases 


Type II (Yellow Card)—Precautions as for typhoid 
fever, the dysenteric disorders, syphilis, gonorrhea, 


etc. 
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Type III (Blue Card)—Precautions as for pneu- 
monia, influenza, pulmonary tuberculosis, and upper 
respiratory infection 


The specific regulations stated on each card 
will be found at the end of this paper. The basic 
principles should apply to any institution al- 
though there may be some variation in the details. 


Without proper administration rules are value- 
less. The staff should be encouraged to choose 
one of its members as the quarantine officer. It 
should be his duty to formulate regulations for 
isolation of infected cases and to see that they 
are observed by all members of the staff whether 
their patients may be in the medical, surgical, or 
other divisions of the hospital. 


Breaking Isolation Technique 


All too often, the nurses are drilled meticu- 
lously in the procedure only to see a physician 
carelessly enter the room of a patient with a con- 
tagious disease flagrantly violating all of the rules 
regarding the wearing of a mask and gown, dis- 
posal of garments after use, washing of hands, 
sterilizing of stethoscope and other instruments, 
et cetera. Such behavior cannot fail to affect the 
interns, nurses, and other members of the hos- 
pital personnel in an unfavorable manner. If the 
“Chief” can “get away with it,” why can’t they? 


The director of the nursing service in one hos- 
pital said recently that there had been no cases of 
impetigo in their nursery for many months. She 
attributed the fine record to one factor; the nurses 
had had definite orders not to let any doctor, 
regardless of his rank (or any other person) 
enter the nursery or touch a baby without scrub- 
bing the hands thoroughly and donning a gown. 
Apparently the nurses on the division had not 
hesitated to enforce the regulation. They obtained 
the whole-hearted cooperation of the staff after 
the effectiveness of the program became evident. 


In almost all institutions a program of educa- 
tion will prove to be extremely valuable. The 
staff cannot learn good isolation technique casu- 
ally. Once the physicians, nurses, orderlies, 
nurses’ aides, and others recognize the value of 
the regulations, they will be anxious to cooperate 
—if they are worthy of remaining on the staff. 


Review of Medical Records 


Accurate medical records assist greatly in the 
control of infections. A monthly summary of 
the type of infections on each service with an 
analysis of their etiology, et cetera, should be 
presented to the director of the hospital who 
should discuss the report with the physicians, 
nurses, and others concerned. A series of wound 
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infections on the service of one surgeon may be 
an indication of faulty technique on the part of 
some member of his operating team. The devel- 
opment of several cases of coryza on one division 
may remind the head nurse when her attention is 
called to them that she neglected to send one of 
her assistants off duty although a running nose 
should have been warning enough. If these in- 
fections are listed in the medical records, they 
enable one to make a comparison of the results 
on the various wards of the hospital. The “am- 
munition” provided by a convincing array of such 
records is invaluable. 


No new and startling facts have been presented 
to you. You have been reminded, however, of a 
few outstanding truths which are so common- 
place that they are apt to be ignored. The prob- 
lem of infections is ever present. The detection 
and control of such infections requires the co- 
operation of all who enter the hospital, patients, 
visitors, staff. Without such cooperation, no pro- 
gram will succeed. 
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Procedure Book—Department of Nursing, University of 
Chicago Clinics 


“QUARANTINE—TYPE I* 


“This quarantine shall be imposed for smallpox, 
measles, whooping cough, chickenpox, German measles, 
mumps, diphtheria, scarlet fever, poliomyelitis, 
epidemic encephalitis, meningitis, erysipelas, and other 
hemolytic streptococcus infections. 

“A red card shall be displayed on the door of the 
room. This card is of uniform size, 4”’x6”, and on it 
are printed the following regulations: 

“This quarantine can be terminated only upon the 
written order of the Medical Resident or his alternate. 

“GOWNS, CAPS, AND MASKS are to be worn by 
all persons entering the room. These are to be de- 
posited in the receptacle provided when leaving. 

“HANDS are rinsed when leaving in 70% alcohol 
and washed thoroughly immediately afterward with 
soap and water. Rinse with 70% alcohol. 

“VISITING PRIVILEGES are to be denied except 
by order of the Resident and then only if condition 
is critical. 

“TRANSFER of this patient to Operating Room, 


“The designation ‘infected unit’ is used to describe the area 
surrounding a patient or patients in any room having the same 
disease, including the bed or group of beds, the bedside tables, 
chairs, and supplies. Patients having the same infection may 
be placed in the same room.” 
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X-ray, or elsewhere, is permitted only with the written 
order of the Medical Resident or his alternate. The 
patient must be masked and covered with a clean sheet. 
The nurse and attendant or orderly must be masked 
and gowned; if going to X-ray Department, two addi- 
tional masks and gowns must be provided for the use 
of technicians or others who are to handle the patient. 

“LINENS, UTENSILS, TRAYS, DISHES, AND 
ALL ARTICLES taken from the room are to be 
sterilized immediately.” 


PRECAUTIONS—TYPE II* 


“These precautions shall be enforced for typhoid, 
paratyphoid, dysenteric disorders, trachoma, open 
syphilis, active gonorrhea, gas bacillus, tularemia, 
anthrax, rabies, and Vincent’s angina. 

“A yellow card shall be displayed outside the in- 
fected unit. This card is of uniform size, 4”x6”, and on 
it are printed the following regulations: 

“GOWNS are to be used by all persons coming in 
contact with the patient. 

“HANDS are to be rinsed, when leaving, in 70% 
alcohol and washed thoroughly immediately afterward 
with soap and water. 

“VISITORS are permitted when instructed by a 
nurse. They are to be cautioned not to touch the bed 
or the patient. 

“TRANSFER of patient elsewhere is permissible 
with the written order of the Assistant Resident. If 
rubber gloves have been ordered for further precau- 
tions, two pairs of gloves and two gowns must be 
taken with the patient to the X-ray Department. 

“LINENS, UTENSILS, TRAYS, AND DISHES 
taken from the room are to be sterilized immediately. 

“In the case of typhoid or paratyphoid fevers, the 
doors and windows are to be screened and all excreta 
are to be disinfected. 

“Triple sterilization must be employed for gas and 
anthrax infectious materials.” 


PRECAUTIONS—TYPE III* 


“These precautions shall be enforced for pneumonia, 
influenza, pulmonary tuberculosis, upper respiratory 
infections. 

“A blue card shall be displayed on the door of the 
room. This card is of uniform size, 4”x6”, and on it 
are printed the following regulations: 

“GOWNS AND MASKS are to be worn by all per- 
sons intimately caring for patients. These are to be 
deposited, when leaving, in the receptacles provided. 

“HANDS are to be rinsed, when leaving, in 70% 
alcohol and washed thoroughly immediately afterward 
with soap and water. 

“VISITORS are permitted when masked and gowned. 
They are to be cautioned not to touch the patient or 
the bed. 

“TRANSFER of this patient to Operating Room, 
X-ray Department, or elsewhere, is permissible with 
the written order of the Interne. The patient must be 
masked. The nurse and attendant or orderly are to 
be gowned and masked during such transfer. If going 
to X-ray Department, two additional masks and gowns 
are to be taken with the patient. 

“LINENS, UTENSILS, TRAYS, AND DISHES 
taken from the room are to be sterilized immediately. 

“ALL SPUTUM not sent to the laboratory is to be 
disposed of by incineration.” 


*From the Procedure Book, University Clinics, Department of 


Nursing. 
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musical quality. But to different ears even 

the same sound may be either musical or 
not musical. Did you ever hear a Chinese orches- 
tra in action? The rhythmic clomp, clomp of the 
milkman’s horse, the screech of the skidding tire, 
the roar of the elevated, the whoosh-squeal of the 
loud voiced flush valve, the monotonous hum of 
the ventilating fan, the throb of the refrigerator 
compressor, the “oi oi gewalt” of the delivery 
room, or the click, click of the high heel; any 
may be music to some one’s ears but in the hos- 
pital they are just plain noise. 


N OISE is defined as a sound that is without 


To judge the various means of noise control 
it is first necessary to consider some of the physi- 
cal characteristics of sound, their measurement 
and the origin of noise as affecting the hospital. 


Sound may be considered to travel in concen- 
tric waves in all three planes around the point 
of origin. Throwing a pebble in the water pro- 
vides a good demonstration of a section through 
the sphere of a sound wave. The distance between 
the waves represents pitch and the height of the 
individual wave represents intensity. Pitch is 
scientifically measured in number of vibrations 
per second and the human ear is such a defective 
sound instrument that the range of possible 
pitches it is able to detect is relatively small. 


But it is intensity—the height of the wave— 
in which we are most interested as it is the in- 
tensity which determines the distance which the 
sound can be transmitted and the obstacles it can 
surmount. 


The study of noise from a hygienic and from 
a psychological standpoint is a comparatively re- 
cent development and one of the early steps was 
the development of a yardstick for the measure- 
ment of the intensity. This yardstick is the 
decibel and has a very involved mathematical de- 
scription but for practical every day purposes 
may best be described as the least difference in 
intensity which the human ear is able to dis- 
tinguish. 


To illustrate—the noise intensity of busy loop 
traffic may reach 85-90 decibels, of a busy outly- 
ing street 65-70 decibels, of noisy office 55-60 
decibels, of a comparatively quiet office 25-30 
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decibels, and of a quiet spot in the country 15-17 
decibels. 


The control of noise in the hospital involves 
two general factors, the source of the noise, 
whether internal or external, and the mode of 
transmission, whether by air or by the structure 
itself—or in combination. 


Sources of Noise 


Noises of external origin are of various char- 
acter and are usually not very disturbing as hos- 
pital sites are ordinarily chosen with some regard 
to exposure to noise, cities make at least a gesture 
toward the establishment of quiet zones around 
hospitals, and, except in those cases in which the 
same source produces a vibration as well as a 
noise, the distance and lack of confinement of 
the noise tend to dissipate it. Another factor 
entering into it is that noises of external origin 
are more likely to be of low pitch and it is a well 
proven fact that a low pitched tone is less dis- 
turbing than a higher pitched tone of the same 
intensity. Thus the screech of an elevated car on 
a curve is much more disturbing than the low 
pitched roar on the straightaway. 


Noises arising within the hospital are much 
more disturbing, as a rule, but at the same time 
they are subject to a greater degree of control. 
The rattle of the utensil in the sink or being placed 
on the rack is one that can be greatly reduced 
by training employees in more careful handling 
of them. A rubber mat on sinks and on drain 
boards or the use of rubber plated racks will go 
a long way in the reduction of noise from this 
source. 


The click of high heels in the corridor is much 
lessened by the use of resilient instead of hard 
surface floors. This is one of the least frequent 
disturbances but on account of the high pitch of 
the sound has a disturbing effect out of propor- 
tion to its intensity. 


Plumbing 


Another prolific source of noise is plumbing. 
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This may arise either at the fixture, as in the case 
of toilets and flush valves, or in the lines them- 
selves, as in the water hammer due to sudden 
closure of a faucet. Noises arising from the 
flushing of toilet bowls are difficult to control 
without replacement of the entire fixture with 
one of more recent manufacture in which decrease 
of noise has been considered in the design. This 
applies to bowl, flush tank, and flush valve alike. 
Much progress has been made in quieter design 
and it may happen that replacement of any one 
may be sufficient. 


The water hammer or “bump” due to the quick 
closing of a faucet results from a fault in the 
piping, a failure of the cushioning effect which 
should be built into the pipe layout. This noise 
is usually quite simply correctible by any good 
plumber. The “bumps” in steam lines are due 
either to a partially opened or defective valve 
or to improper pitching the lines. The first step 
in correction is to try full opening of the valve; 
if this fails, examine the valve itself to see 
that it is actually opening to full aperture. If 
the trouble is not at the valve it will usually be 
found that the horizontal run out from the riser 
pitches toward the radiator instead of toward the 
riser as it should. This may have been due to 
faulty original installation or to building settle- 
ment since installation. Its correction involves 
either raising the radiator or lowering the point 
of connection with the riser—not always a sim- 
ple job. 


Elevators 


Modern elevator design has succeeded in pro- 
ducing very quiet operation of the elevator itself 
and by the use of automatic door closers has 
largely eliminated the elevator noise. In new con- 
struction or in reconstruction, a short elevator 
lobby will do much to lessen if not eliminate 
noises from this source. 


The Modern Building as a Noise-Transmitting 
Mechanism 


A source of noise transmission not so generally 
appreciated is due to the fact that the modern 
building with its steel skeleton and monolithic 
construction is in itself an excellent noise trans- 
mitting mechanism. Noises arising at the point 
of operation of engines, pumps, or motors may 
be transmitted along the structural members of 
the building, and often heard in much greater 
intensity at a great distance from the source than 
at other nearer-by points. The only cure for this 
type of noise is to cushion the machine on its base, 
to provide foundations independent of those of the 
building or as in the case of elevator machinery 
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to suspend it by the use of stirrups or springs 
which break the rhythm of the vibration and thus 
act as dampers on the transmission of their vi- 
brations. 


Insulation for Noise 


Having made every correction possible in the 
production of noise the next step is to decrease 
the transmission of such noises as cannot be en- 
tirely eliminated at their source. 


A sound wave is reflected from any hard sur- 
face quite as a ray of light is reflected from the 
mirror. If the sound is produced out of doors 
or in a very large space there is an appreciable 
lapse of time between the hearing of the original 
sound and the hearing of its first reflection. This 
reflected sound we speak of as an echo and the 
time lapse is so definite that experienced mariners 
use it as a means of estimating their distance 
from rocky coasts. But sound travels at a speed 
of 1,092 feet per second and thus if confined in 
an average sized room the reflections or echoes 
follow each other so closely the ear is unable to 
distinguish the echoes from the original sound. 
This piling up of many echoes on top of the orig- 
inal sound is known as reverberation and acts on 
the ear as a very great increase in volume of sound 
which might well be described as a roar. 


Control of Sound 


In discussing the control of sound at its sources 
we have been dealing with the original sound 
only. In discussing the artificial methods of con- 
trolling sound after it has been produced we deal 
almost entirely with reverberation. Any physi- 
cal object like a floor or a wall reflects sound— 
reverberates—in direct proportion to the hard- 
ness of its surface, just as a mirror reflects light 
in proportion to the polish of its surface. The 
more porous the object the less it will reflect the 
sound. And the same general principle applies 
in the transmission of sound through a wall. It 
is like the late Will Rogers’ description of gar- 
bage disposal in camp “Oh, we just pitch it out 
the window and it gets kicked around and kicked 
around and finally it gets lost.” 


The problem of acoustical treatment then is ap- 
proached on this principle and has been met by 
two different devices, the use of a material that 
is inherently porous or the use of a less porous 
material perforated with a multiplicity of small 
holes. In either case a large proportion of the 
sound energy penetrates the material, gets kicked 
around and kicked around until it gets lost and 
therefore can not continue its reflections. 
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Types of Acoustical Materials 


Acoustical materials are rated according to 
their ability to absorb sound—technically known 
as the coefficient of absorption. Thus a material 
with a coefficient of 60 will absorb 60 per cent 
of the sound reaching it and reflect the other 40 
per cent. On its second round of the room 60 
yer cent of this remaining 40 per cent will be 
absorbed leaving but 16 per cent and after the 
third round only 6 per cent remains and these 
three round trips have all taken place in less than 
one-tenth of a second. 


The ability to absorb sound is based on both the 
porosity of the material and its thickness but 
after the first inch of thickness the amount of 
absorption increases very much more slowly than 
the increase of thickness. 


In the earlier days of acoustical treatment there 
was some objection to its use in hospitals due 
to the difficulty of painting. If an oil paint was 
used it tended to form a hard reflecting film 
bridging across the porosities in the material and 
thus reflecting instead of absorbing the sound. 
This difficulty has now been met by the develop- 
ment of a special acoustical paint somewhat sim- 
ilar to a water paint which will give any desired 
color in a flat effect and which does not in any 
way interfere with the sound absorption of the 
material. 


In the treatment of a specific area for the con- 
trol of sound, the cost is reduced by taking advan- 
tage of the fact that sound waves must hit the 
ceiling at some early stage of their reflection. 
Therefore, adequate reduction of noise can be 
secured by treating the ceiling only. 


The question of through the wall sound trans- 
mission has been met by the development of new 
materials and construction details which give 
very high sound insulation effects. But the actual 
technique of their use is highly important. In 
two recent jobs a certain material used according 
to manufacturer’s specifications gave a reduction 
of 52 decibels while the same material on a dif- 
ferent job, but not complying with all the con- 


struction details, was referred to by the super- 
intendent as a “blanked sounding board.” 


The ducts used in ventilating and air condition- 
ing also require consideration, particularly the 
inlet ducts. This problem is solved first by using 
as quiet machinery as possible and second by 
sound insulation of the interior of the ducts. 


Cost of Treatment 


The cost of acoustical treatment varies widely 
in different areas, according to the construction 
and arrangement of the building, the sources and 
intensities of the noise and the location of the 
noise producing areas in relation to those areas 
it is desired to protect. The logical procedure is 
to make observations with a noise meter, locate 
the principal sources of noise and correct them 
first. They will usually be found to be utility 
rooms, diet kitchens, corridors, and the delivery 
room. Usually the treatment of the ceilings of 
these areas will give very satisfactory results al- 
though it must be confessed that the result is 
sometimes so good as to whet the appetite for 
more. 


For estimating purposes it may be said that the 
materials cost from 20 cents per square foot on 
large jobs to as much as 25 cents on smaller ones 
and the cost of installation is about 10 cents per 
square foot. 


The advantages of noise control do not need to 
be explained to hospital administrators. Offices 
have found decreases of fatigue and increases of 
efficiency of office workers as high as 15 to 18 
per cent. The patient being usually in a some- 
what abnormal state of mind and often with 
nothing else to occupy his mind often reacts much 
more to noise than he would if in normal condi- 
tions and surroundings. 


The removal of this one disturbing factor may 
mean just the little fillip he needs to expedite his 
recovery and certainly he will leave the hospital 
with a much greater respect for its thoughtful- 
ness in care of his comfort and welfare. 
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blood is to have a ready supply when the need 
arises, as it does every day in almost every 
large public hospital. It is also useful in con- 
valescent cases that can be given a transfusion 
and discharged from hospital several days earlier 
than usual, when they are only being kept be- 
cause of a partial secondary anemia. At the 
Jefferson Davis Hospital, accident cases are nu- 
merous and the time element is important if a 
patient arrives and needs blood badly. We have 
also found that certain cases can safely be sent 
home earlier in their recovery period if they re- 
celve a transfusion to help them over their first 
few postoperative days. This then allows more 
days of hospitalization per year at a lower cost 
per patient, an item that can be taken into ac- 
count when balancing the cost of blood storage 
against its value to the institution. We have 
all passed through the stage of hurried calls for 
donors and the labor attached to the old proce- 
dure, such as typing the donors, running rapid 
serology tests, preparing the operating room when 
it was already running a very full schedule and 
in general making hard work for all concerned 
from superintendent to patient. Often our labors 
were in vain due to the loss of time in each step 
of the procedure. Today we accept stored blood 


as the answer to this problem of hospital man- 
agement. 


Tie main purpose of storing whole human 


It is the purpose of this article to describe such 
a blood storage system that has functioned suc- 
cessfully for six months, has supplied 750 pints 
of whole blood to the hospital and approximately 
two dozen transfusions to other institutions in 
the City of Houston. Never have we encoun- 
tered reactions, and we have come to handle 
transfusions as a simple daily routine with noth- 
ing spectacular or unusual in the procedure. 


Cost and Type of Installation 


The first part of this discussion will deal with 
the cost and type of installation that is in use 
at our institution, and the latter part will be 
consumed with the results that we have achieved 
and believe can easily be duplicated by any sim- 
ilar hospital or group of individuals interested in 
the process. 


Ph ~ at the Texas Hospital Association, Ft. Worth, April 
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The initial cost to the institution was approxi- 
mately $1,500, divided as follows: 





ROPVIVCVAUOD noose ccs wowewrecsveeess $1,200 
Glass storage bottles..............eeeee- 50 
GB Ag rs sce wae 9s eecto a 2 ohee's des wae eee ores 50 
RAMON 2 io 2) = falas Diss cis ware eleld ales ere ace. a salinvee.s 25 
Rubber tubing, needles, etc...........+..-- 25 
WHEIRIORNE orcs oe sipicet eels seine are cise 25 
Technical help (salary at $125 mo.)...... 125 

$1,500 


The greatest expense was the refrigerator and 
we feel that some explanation is necessary here. 
As the whole system depends upon proper refrig- 
eration, and as the cost of refrigeration is 
spread over at least 10 years, the actual cost is 
only about $10 a month. Our refrigerator was 
specially built to contain 25 pints of blood in each 
of four compartments, giving a total capacity of 
100 pints. It is powered by a one horsepower 
motor and costs approximately 25 cents a day 
for operation. This capacity and the size of the 
motor gives ample room and continuous service 
for years to come. The refrigerator needs to be 
defrosted only once every two months during the 
wet season and less often in dry times. It is 
also capable of being cooled from 80° F. to 34° F. 
in three hours, a fact that is important because 
we never allow blood to remain at room temper- 
ature longer than necessary. This fact becomes 
more clear when it is remembered that blood is 
a tissue capable of growing old unless its metabol- 
ism is slowed by reducing its temperature. 
In blood storage we attempt to keep blood alive 
but at a much reduced rate of growth and feel 
that the success of any method of blood storage 
depends upon keeping this fact in mind. 


The storage of blood in glass bottles instead 
of metal containers is necessary because we wish 
to be able to see whether hemolysis has occurred 
when we are ready to use the blood for trans- 
fusion. The type of bottle used is not important 
but ease of cleaning, sturdiness of the glass under 
repeated sterilization, and ease of transporta- 
tion must be considered. At present we are using 
Baxter and Abbott 500 cc. bottles and find them 
very satisfactory. 
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Filters 


With regard to the question of filters, we feel 
that it is almost impossible to store blood for any 
length of time without some clot or sediment be- 
ing present. Examination of our transfusion 
packs after use, always shows at least a thin 
coagulum of fibrin on the filter, so we are not 
at this time prepared to state that stored blood 
can safely be given without filtering. We have 
used Chinese silk, the Baxter Filterdrip and the 
Abbott bakelite filters, all with equal success. We 
have discarded the silk only because the commer- 
cial filters are easier to assemble and clean. Fil- 
ters must prevent the passage of large clots and 
yet allow the filtered blood to run freely or else 
transfusions will be dangerous and slow. 


Technical Help 


There is only one other item to be discussed 
here, as linen, rubber tubing, needles and so forth 
can be left to the discretion of the individual. 
That subject is technical help. We found that 
interns and residents were faced with the task 
of seeing their patients and attempting to take 
the blood of 15 donors as well as giving about the 
same number of transfusions every day. There- 
fore we relieved them entirely of anything to do 
with transfusions, and found they cooperated bet- 
ter in obtaining donors when they knew the lab- 
oratory would handle everything else. We trained 
all our technicians in the procedure of taking, 
storing, and transfusing blood under the super- 
vision of either the pathologist, the resident path- 
ologist, the intern in pathology, or in their ab- 
sence, the head technician. This at once cen- 
tralized everything in the laboratory and reduced 
the blood bank to a simple routine process. It 
is worthy of note, however, that we have desig- 
nated one technician only, to attend to the pro- 
cedure if at all possible, the others are capable 
of just carrying on in her absence. The night 
technician merely transfuses, never stores blood, 
and a morning check on the night’s work is per- 
formed daily by this specialized technician. 


The technique of withdrawing blood is simple 
and a central room in the hospital has been set 
aside just for this purpose. This room has a 
northern exposure which assures even lighting 
at all times of the day. It is equipped with a 
bed and arm rest, a large table, an overhead fan 
and light built in cabinets and a sink with hot 
and cold water. An important part of the room 
is the small window in the door which allows 
prospective donors to see how their predecessors 
are faring. We have found that a demonstration 
of the simplicity of the operation appeals more 
to the donors than all the word pictures we can 
paint. They enter the room with a feeling of con- 
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fidence, a point to remember when dealing with 
non-professionals, especially those who firmly be- 
lieve they have only one pint of blood in their 
whole body. 


Due to the high incidence of positive serology 
in our institution, we have had to perform a rapid 
Kline test on all donors prior to the withdrawal 
of blood. This saves time and effort of having to 
dispose of blood when the serology is found posi- 
tive after withdrawal. 


“Donor Packs” and “Recipient Packs” 


In order to standardize technique we have 
established what we call “donor packs” and 
“recipient packs” which contain the necessary 
apparatus to either take or give blood respec- 
tively. These are always sterilized ready for 
use and demand considerable linen and apparatus 
in order to have sufficient ready each day. 


Listed below are the contents of the packs for 
taking the donor’s blood in Baxter bottles, whether 
for immediate use or for storage in the “blood 
bank.” Failure to include any one of these arti- 
cles will result in delay to the operator and danger 
to the donor. 


DONOR PACK NO. 1 
1 One towel on bottom of container (container is 
enamel pan with lid, 15” x 81%” x 4”) 
Four pilot tubes (Wassermann tube size) 
Donor card (next consecutive number) 
Pilot tube clip (Fastened to bottle by spring clip) 
One storage cap with tube, rubber stopper, rubber 
diaphragm, metal diaphragm and screw top wrapped 
in gauze 
Ten gauze flats (3” x 3”) 
One spinal sheet 
Two 16 gauge and two hypodermic needles 
9 One 5 ee. syringe 
10 One medicine glass (1 oz.) 
11 Four towels 
12 Six applicators (two to a glass tube) 
13 One gown (for operator) 
14 One hand brush 
15 One towel 
Put on lid and wrap in canvas cover. 


DONOR PACK NO. 2 


1 One Baxter bottle with attachments 
2 Pack is wrapped in a towel and put in a canvas bag 
with the bottom of the bottle toward the closed end 
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DONOR PACK NO. 3 
Pair of rubber gloves, sterile and the approximate size 
the operator calls for, with small powder bag inciuded. 


RECIPIENT PACK 
1 One Filterdrip apparatus 
2 One needle (19 gauge) 
3 One needle (21 gauge) 
4 Two towels. one on bottom, one folded on top 
5 Two applicators 
6 Two gauze flats 
Contents of “recipient pack” are wrapped flat in canvas. 
Wrapper 24” square. 
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Card System 


In order to avoid any chance of mixing blood, 
a card system is used. One card bearing a dupli- 
cate number is always included in the “donor 
pack” and is filled out at the time the blood is 
taken. It includes all information necessary and 
never leaves the container to which it is attached. 
The duplicate is filled out when the blood reaches 
the laboratory for storage, serology, and bacteriol- 
ogy, and when these tests are completed and re- 
corded, the card is filed in the blood bank index 
under the type and service to which it has been 
deposited. The index file then serves as the key 
to all blood stored in the refrigerator without 
the necessity of opening this piece of equipment 
to see what is on hand. 


As soon as the blood is brought to the labora- 
tory, the duplicate card is filled out and the blood 
placed at once in the “unclassified compartment,” 
where it remains until it has been typed and its 
serology and bacteriology are declared negative. 
It is then moved to its proper compartment which 
is labeled on the door of the refrigerator. Blood 
from colored donors is kept separate from that 
of whites and Mexicans and only used for trans- 
fusing colored patients. 


When the request for a transfusion is re- 
ceived by the laboratory, the technician obtains 
a sample of the patient’s blood and by typing 
determines its group. She consults the index 
and chooses the oldest blood of the proper type. 
She then removes the container with duplicate 
card attached and proceeds to do both major and 
minor cross agglutinations with the recipient’s 
blood. In emergencies type “O” is given without 
cross matching. We do not recommend the last 
mentioned procedure but feel that it may occa- 
sionally be necessary. After the technician 
determines the compatability of the blood, the 
card attached to the container is reversed and 
the recipient’s name, ward, date and so forth are 
filled in and signed. She then obtains a “recip- 
ient pack” and proceeds to the recipient’s bedside 
where the physician is waiting. As soon as the 
transfusion is started and progressing favorably, 
the physician signs the card attached to the con- 
tainer and turns the case over to the nurse. Upon 
completion of the transfusion, all the contents of 
the “recipient pack,” including the card, are re- 
turned to the laboratory. 


The average time consumed in obtaining blood 
from blood bank to patient’s bedside is 45 min- 
utes. In emergencies we have been able to cut 
this time in half and where cross agglutination 
is not performed, the time is shortened. 
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Sterage Temperatures 


It may come as a surprise to know that blood 
is given intravenously at about 45° F. The re- 
frigerator is kept at 34-38° F. and blood seldom 
rises above 45° F. when standing at room tem- 
perature while waiting to be given the recipient. 
We believe this, as well as the fact that auto- 
agglutinins are destroyed in stored blood, has 
had a great deal to do with our lack of reactions. 


A summary of our first 200 transfusions will 
give some idea of the types of cases transfused: 


SUMMARY OF 200 TRANSFUSIONS 


Operative cases (General Surgical) 

Traumatic hemorrhages 

Lobar pneumonia, treated with sulphanila- 
mide or its derivatives 

Gunshot wounds and shock 

Postabortions 

Bleeding gastro-intestinal 
ulcers, etc.) 

Pulmonary tuberculosis complicated with 
pregnancy 

Dysenteries 

Infantile malnutrition 

Orthopedic operations 


lesions (peptic 


In conclusion, I wish to mention the fact that 
we are also prepared to furnish a certain amount 
of specific human serum from cases that have 
recovered from diseases such as infantile par- 
alysis, acute streptococcal infections and so forth. 
To date, we have insufficient material to report 
as to the value of such a procedure. However, 
when we have an excess of blood of any type, we 
withdraw the serum and store it in separate con- 
tainers. Serum will keep indefinitely while whole 
blood may hemolyse after one month’s storage. 
This serum is used intravenously in cases of shock 
that need their blood volume restored without the 
addition of the cellular elements of blood. 


Due to the initial expense of installing a blood 
bank, we are considering using the Jefferson 
Davis Hospital equipment to supply blood to other 
institutions in Houston. A small fee will main- 
tain our department and furnish complete service 
to other hospitals within the city limits. In time 
we may extend the service to more distant points. 


As this article goes to press we have started 
to sell blood to private physicians at $5.00 a pint 
plus the services of a donor to replace the blood. 
This approximately covers the cost of handling 
one pint of blood and gives immediate service 
to the practitioner, with replacement at the 
donor’s convenience. Results to date indicate that 
this service is going to be especially valuable in 
establishing transfusions as an easy and welcome 
procedure to patients treated in the home. 
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fem- 
ent. 
uto- 
has N providing for the administration of anes- 
ons. thetics in any hospital, full consideration must 
will be given to the following: 
ed: The administrative direction of the service 
The professional personnel—selection based on 
$ training availability 
The equipment 
The Manual of Hospital Standardization of the 
American College of Surgeons has this to say in 
its introductory paragraph of the section on An- 
esthesia: ‘The administration of anesthetics is 
of vital importance because of the effect on the 
future health of the patient. It is a most influen- 
tial factor in the end results of surgery and ob- 
stetrics and may even be a cause of death. An- 
esthesia is a specialty in itself, necessitating 
special equipment as well as trained and experi- 
enced personnel. The department of anesthesia 
iat is proficient and up to present day standards only 
nt when adequate equipment is. provided, qualified 
ve and experienced anesthetists are employed, and 
r- competent supervision is -assured by a medical 
h. director especially trained in anesthesia.” 
io In preparing this subject, I also sought infor- 
ms mation from the American Board of Anesthesiol- 
~ ogy, the American Society of Anesthetists, the 
4 American Medical Association, and the American 
ig Hospital Association. There is a remarkable 
- similarity in the material on standards received 
k from all of these sources. The material from the 
- first three deals largely with standards for educa- 
tion and training of professional anesthetists. 
d The American Hospital Association’s standards 
n for anesthesia service are very typical of those 
r of all interested organizations. ‘The Principles 
\- of Relationship Between Anesthetists and Hos- 
e pitals” were developed by the Council on Profes- 
e sional Practice and approved by the Board of 
, Trustees of the American Hospital Association. 
i These principles as published are probably fa- 
' miliar to many of you, but it will be profitable to 





reiterate them here. 






It is recognized that anesthesia is a necessary 
service to the patient requiring highly trained 
skill for its administration; that the number of 
physicians specializing in anesthesia is small, and 
that few are found outside large communities; 








*Presented at the Minnesota Institute for Hospital Adminis- 
trators, January, 1939. 
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Essentials of an Approved Anesthesia Service 
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that trained nurse anesthetists practice legally in 
some states. 


Principles Approved by the American Hospital 
Association 


In view of the current discussions concerning 
the relationship of anesthetists to hospitals and 
because of the desirability of protecting the pub- 
lic, of maintaining anesthesia service of high effi- 
ciency, of safeguarding the hospitals, the hospital 
anesthetist, and the interests of the non-hospital 
anesthetist, the following principles are hereby 
approved by the Board of Trustees of the Ameri- 
can Hospital Association: 


1 The anesthesia service of the hospital 
shall be maintained primarily for the benefit 
of the sick. 


2 The anesthesia service of the hospital 
should be organized as a department, under 
the direction of a qualified person who should 
be responsible for all the anesthesia of the 
hospital. Every hospital anesthesia depart- 
ment should be under competent medical di- 
rection, preferably under a qualified special- 
ist in anesthesia, who is a diplomat of the 
American Board of Anesthesiology or an 
equally qualified anesthetist. 


3 If, because of size or isolation or for 
other reasons, a qualified medical specialist in 
anesthesia be not available, some member of 
the general medical staff paying particular 
attention to anesthesia should be in charge. 
If nurse anesthetist or technician adminis- 
tration of anesthesia be used, the physician 
staff member in charge should be responsi- 
ble. 

4 A qualified medical specialist in anes- 
thesia is entitled to recognition as a profes- 
sional member of the medical staff and as 
head of a hospital department. 


5 The preservation of the unity of the 
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hospital and its component departments and 
activities is an essential administrative 
principle. Central administrative supervi- 
sion of the department of anesthesia can be 
maintained without infringement on profes- 
sional rights or professional dignity. 


6 No one basis of financial arrangements 
between a hospital and the physicians who 
administer anesthesia within the hospital 
would seem to be applicable or suitable on 
account of the great variation in local cir- 
cumstances. The basis of remuneration 
should be such as would best meet the local 
situation. This basis may be that of salary, 
or private fees, of salary plus commission, 
or such other arrangements as will meet most 
effectively the needs of the local public, of 
the individual hospital and of the physicians 
administering anesthesia. 


7 Nurse or technician anesthetists should 
be on salary and should be responsible to the 
hospital administration and, for professional 
direction, to the director of the department. 


8 Hospitals and anesthetists should recog- 
nize that their primary obligation is efficient 
service to the patient, with the maximum 
economy to the patient that is consistent with 
quality of service. The arrangements be- 
tween hospital and anesthetists and the finan- 
cial arrangement with the patient should be 
in the spirit of these principles. Neither the 
hospital nor the anesthetist should exploit the 
patient or each other. 


Each of these principles deserves some special 
comment. 


Medical Supervision of Anesthesia 


First, regarding the medical supervision of an- 
esthesia: When a hospital is organized, even for 
the use of only two or three physicians, if any 
surgery is to be done, one of the physicians should 
become responsible for the anesthesia. It would 
seem to be an obvious principle that, when lethal 
drugs are to be administered to their physiologic 
limits in dosage, a physician who himself knows 
how to administer them should be in charge of 
the administration. The standards laid down by 
all organizations of people who manage hospitals 
and those who use their facilities are unanimous 
on this principle. We must frankly face the fact 
that in many localities and many hospitals this is 
difficult of accomplishment. The question arises 
whether physicians shall give all the anesthetics 
or whether one or more nurse anesthetists shall 
be employed. This must be decided on the basis 
of how to provide the best possible skill. 
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If there are less than enough anesthesias to oc- 
cupy practically the full time of an anesthetist, I 
think there can be little doubt that a physician 
who is skilled in other branches of practice can 
display more skill in part time anesthesia than can 
a nurse who is occupied in other duties most of the 
time. The matter of cost should not be much of a 
problem. The physician anesthetist should re- 
ceive a fee proportionate to what he would receive 
from the same patient for equal time and skill in 
other lines. If the patient can afford the surgery 
he can also afford the anesthesia, which is just as 
necessary, the fees of both anesthetist and sur- 
geon being equitably adjusted. 


In some hospitals there is no physician avail- 
able who is interested and willing to administer 
anesthetics. Then a well-trained nurse anesthet- 
ist must be employed. In some hospitals the op- 
posite problem has to be faced. There are physi- 
cians who wish to give anesthetics but who regard 
it as a routine task and make no effort to advance 
or to become especially skillful. In some instances 
the physician who refers a patient to a surgeon 
regards it as his right to give the anesthetic re- 
gardless of his skill or lack of it. This, however, 
is a matter of professional ethics which applies 
equally to all branches of practice. It is a ques- 
tion of the physician’s judgment and honor 
whether or not he should himself perform the 
service which the patient entrusts to him. The 
surgeon, of course, having responsibility for the 
surgery, must be the one to decide who shall ad- 
minister the anesthetic. Sometimes, unfortu- 
nately, the only hindrance to securing a good 
physician anesthetist is a lack of understanding 
or cooperation between a surgeon and an anes- 
thetist who would otherwise be available. 


If it is impossible to secure sufficiently well- 
trained, skillful, and interested physician anes- 
thetists, then well trained nurse anesthetists 
should be secured. This is also sometimes diffi- 
cult. Many nurse anesthetists have had only such 
haphazard and unorganized training as they 
picked up by watching another for a short time. 
One of our University Hospital anesthetists who 
had received a year of training here visited her 
home hospital in another state and found that the 
anesthetist there had had no training except one 
month with her predecessor, who, in turn, had 
received only the same short training from the 
one who preceded her. Neither had had any in- 
struction from a physician. The visitor was 
amazed to find the anesthetist was ignorant of 
some of the simplest facts in the physiology of 
anesthesia and the ordinary principles of manage- 
ment. Many of the so-called schools for nurse 
anesthetists provide no instruction at all by physi- 
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cians. Their trainees are quite apt to think in 
terms of ether drops or gadgets on machines 
rather than in terms of physiology. The hospital 
should therefore secure an anesthetist with the 
best possible training. 


Even if no suitable physician is available for 
the administration of anesthetics, one must be 
pressed into service as responsible head of the 
anesthesia department. Whether or not he has 
been interested in anesthesia, he will find it a fas- 
cinating subject. He should find out all that the 
nurse anesthetist knows, read good texts and 
current magazines on the subject, and put as 
much interest in it as he does in his other favor- 
ite branch of medicine. He should be more than 
a figurehead to satisfy the nominal requirement 
of the American College of Surgeons and Ameri- 
can Hospital Association. He should spend enough 
time about the head of the table to know how 
things are going. He can do much to increase 
the interest and efficiency of the nurse anesthet- 
ists. There is a real and growing need for re- 
vival of interest on the part of physicians in the 
principles and actual technique of anesthesia. 


From an administrative standpoint, the rela- 
tion of employer and employee should be between 
the superintendent and the nurse anesthetist. She 
should be professionally responsible to the head 
of her department and he should feel the respon- 
sibility of seeing that adequate service is provided. 
He will have to take some of his problems and 
some of his advice and requests to the superin- 
tendent. 


Equipment 


In the matter of equipment, the best and most 
complete that the hospital can afford should be 
secured. The head of the department should 
make himself acquainted with different types 
through the literature and catalogues, and best 
by attending professional anesthetists’ meetings, 
seeing equipment, and talking with anesthetists. 
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Records 


A careful and complete record of each anes- 
thesia should be kept, using a graphic chart of 
pulse, blood pressure, and respiration, and with 
additional notes concerning all happenings. In 
no other way can the efficiency of the anesthetist 
be so greatly influenced. 


Fire and Explosion Hazards 


The fire and explosion hazard is always a puz- 
zling problem. It can best be covered briefly here 
by quoting my paragraph on the subject in Chris- 
topher’s “Textbook of Surgery”: “Explosion may 
occur when mixtures of ether, ethylene or cyclo- 
propane, with nitrous oxide or oxygen, are ex- 
posed to a flame or spark within the respiratory 
tract, breathing tubes or bag, or tanks, or within 
about 2 feet of any point of escape therefrom. 
Under certain special conditions the distance may 
be greater. 


The most effective preventions are: (1) Avoid- 
ance of static spark by having a relative humidity 
above 60 per cent which continuously and equally 
grounds all persons and objects in the room and 
(2) keeping electric and hot instruments out of 
the chest and several from the mask and appara- 
tus. Anesthesia with CO, absorption and a com- 
pletely closed respiratory circuit greatly reduces 
the hazard by providing adequate inside humid- 
ity and by minimizing the gas escape. Gas must 
be prevented from entering a tank containing an- 
other gas. 


Metal, or metal-and-water, grounding of all ob- 
jects in the room is effective against static but is 
almost impossible. Metal grounding of the ma- 
chine alone is helpful in certain details but is 
questionable in that it invites other objects and 
persons charged with static to spark against the 
patient, anesthetist and machine. Electrical in- 
struments must not be used in the presence of 
metal grounding.” 
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Linen Replacement 


From a survey made to cover the year 1938, it 
was found that for the average daily patient cen- 
sus of 800, the following ratio of linen service 
replacements was purchased: 


ee er ee ees oe 
PPT re re. eee 3 
Se I x isa ich Wow bd bel os wes 1.3 
PD kn 0.x ona hs eee iene 3 
Be a sss CR RREREE Ores besos 3 
ey 6s sk Sis eoawers oer eeres 2 


Dish Towels 
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Construction and Reconstruction Economies 


RAYMOND F. HOSFORD 


ASS production methods have revolution- 
M ized the automobile, steel, and other com- 
mercial industries during the last gen- 
eration. Reasonably good factory buildings have 
been torn down and rebuilt to accommodate mod- 
ern labor-saving machinery and to increase effi- 
ciency. Industry has found it economical to do 
this—and competition has forced economy. 


In the field of medicine, the scientific achieve- 
ments of the last thirty to fifty years have anti- 
quated hospital structures to fully as great an 
extent as developments in industry have anti- 
quated factory buildings. Unfortunately, hos- 
pitals have lagged far behind their industrial 
neighbors in the modernization of their physical 
plants. And yet, from a strictly business point 
of view, the financial savings that could be effected 
through the modernization of hospital plants 
would pay a handsome dividend on the necessary 
capital invested. 


In charting their future course, hospitals should 
give thoughtful consideration to the possible ne- 
cessity of altering, enlarging, or completely replac- 
ing their physical plants. It will prove decidedly 
economical to know in advance just how and 
where each change or addition to the existing 
structure will fit the completed program. 


Fundamental Steps 


Preliminary to any long range building pro- 
gram, certain fundamental steps should be taken. 
They have been expounded so often in articles 
on hospital planning that I hesitate to mention 
them again. However, two factors are so vitally 
essential that I cannot refrain from briefly touch- 
ing upon them: first, a careful survey should be 
made of your community to determine your hos- 
pital’s needs; second, a thoroughly qualified hos- 
pital architect should be engaged. Hospital plan- 
ning is as much a specialty in the field of archi- 
tecture as radiology is a specialty in the fleld of 
medicine. Recognition of these fundamental steps 
will result in economies. 


Economies 


The type of construction should be given care- 
ful consideration. The fire-resisting qualities of 
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a building bear a definite relationship to insur- 
ance rates. It might prove an economy to consult 
your fire insurance agent on this point. 


It will be economical to do as much of your 
construction work as possible between early 
spring and late fall, because freezing weather is 


. a hazard to fresh mortar and concrete, exposed 


water pipes, etc. Also, the cost of temporary 
heat in winter is a considerable item of expense. 


It will be economical to place separate contracts 
for such branches of work as plumbing, heating, 
electrical work, sterilizing equipment, and ele- 
vators, with the remaining branches of work 
going to a general contractor. This is a practical 
arrangement and is not likely to result in any 
serious conflict between the various contractors. 


When construction is ready to start, it will 
prove an economy to employ as inspector, a thor- 
oughly seasoned construction man whose inter- 
ests and loyalty are with the hospital. I am not 
casting any reflections on building contractors, 
but frequently there are differences of opinion 
when it comes to interpreting specifications. Con- 
tractors are usually more careful in following 
the architect’s specifications when their work is 
being checked as it progresses. 


Double-Decking 


The size of a building will have a bearing on 
the cost of construction and the cost of operation. 
It will be economical to eliminate waste space. 
In this connection, it might be well to consider 
the possibility of double-decking sterilizing equip- 
ment in surgical, obstetrical, and central supply 
rooms. In concealed, wall-mounted construction, 
water sterilizing tanks and steam stills can be 
installed above dressing and instrument steriliz- 
ers, with outlet valves brought through the panel 
wall at convenient points. It might prove an 
economy to discuss this possibility with your 
sterilizer manufacturer. 


The double-decking principle can also be em- 
ployed to good advantage in the x-ray depart- 
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ment. Modern oil-immersed transformers and 
auxiliary equipment can be mounted above low- 
ceiling dressing rooms, transformer control 
rooms, or supply closets. This apparatus can be 
concealed behind grill work, although it is not 
too unsightly to leave exposed to the view of the 
patient, who is usually interested and amazed at 
the equipment required to take an x-ray picture. 
It has a good psychological effect on the patient 
and minimizes complaints when the bill is pre- 
sented. 


It is always economical to save steps. A pass 
box in the wall between the radiographic room 
and the dark room for the transfer of cassettes 
will prove effective. A film dryer mounted in the 
wall between the dark room and the viewing 
room, accessible from both locations, will enable 
the radiologist and doctors to secure and view 
wet films without disturbing the dark room op- 
erator and without dripping solutions along the 
corridor on the way to ‘a viewing box. 


Heating Plant 


The heating plant presents a problem all its 
own. Only an experienced heating engineer is 
competent to deal with the many varying factors 
involved. On new construction this engineering 
service is usually supplied through the architect. 
However, many already existing hospitals would 
find it decidedly economical to have a survey 
made by a thoroughly competent heating engi- 
neer with a view to modernizing their antiquated 
heating system. 


Plumbing 


In the matter of plumbing, copper tubing with 
streamlined, soldered fittings for hot and cold 
water lines is gaining considerable popularity. It 
is more economical than brass pipe with screwed 
fittings and will probably last just about as long. 


Electrical Work 


Under the branch of electrical work there is a 
potential saving which may or may not be prop- 
erly classed as a construction or reconstruction 
economy. It deals with the transformers which 
are used to reduce the high voltage of the electric 


company’s main power lines to the lower voltages 
used within the hospital plant. If the hospital 
purchases its transformers outright, it will enjoy 
a much lower rate than if this equipment belongs 
to the electric company. In some instances, the 
transformers can be paid for out of savings with- 
in a year. 


Elevator Construction and Installation 


A very expensive branch of construction is the 
elevator installation and the specifications are 
filled with a mass of highly technical terms. Ele- 
vator construction is also a specialty in the en- 
gineering field and few hospital engineers or 
maintenance men can service them after instal- 
lation. The best elevators on the market today 
possess so many automatic devices that fairly fre- 
quent servicing will be required. It will prove an 
economical move to ascertain before purchasing 
just how quickly a service man can be available 
and what this service will cost. 


It will be in the interest of economy to visit 
numerous elevator installations and try to find 
out what the specifications mean. It may all seem 
like Greek to you at first and many mechanical 
features you may never understand, but you will 
surely absorb a certain amount of worth while 
knowledge. You will find that lifting capacity, 
speed, automatic floor-leveling devices, automatic 
door operators, etc., all have a bearing on the cost 
of your installation. You do not have to be an 
engineer to estimate the loads your elevator is 
likely to have to lift and by riding other elevators 
you can soon determine what speed is adequate 
in your building. You may find that an automatic 
floor stop will fulfil your requirements nearly as 
well as a much more expensive self-leveling de- 
vice—and so on. 


In closing, I want to emphasize this point: the 
only way to effect economies is to look for them. 
If the administrator and his building committee 
possess an intimate knowledge of the operating 
conditions in the structure to be built, if they are 
willing to spend time and effort in studying plans 
and specifications, if they are willing to assist the 
architect by offering constructive citicism of his 
plans and specifications—then they can be assured 
of effecting some worth while economies. 
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Humidification in Nurseries and Operating Rooms 


OLIN L. EVANS 


ponent parts of air conditioning in hospitals 


Tox: need of humidification and other com- 
has been apparent for many years. 


In nurseries it serves to— 
1 Prevent dehydration 
2 Cut the incidence of impetigo 
3 Reduce micro-organisms in the air 


In operating room it— 
1 Minimizes the static hazard 
2 Reduces micro-organisms in the air 
3 Adds to the comfort of the occupants 


The four elements of air conditioning are gen- 
erally conceded to be: 


1 Humidification—or dehumidification ac- 
cording to the season 

2 Air cleansing by filtering 

3 Air circulation 

4 Temperature control 


In winter months the most important of these 
is humidification. 


Humidity Control 


We have had in use in our hospital for the 
past eighteen months a unit that does control 
humidity and, to a great degree, meets all the 
requirements of air conditioning. It is rather 
unique in that it is the only one of its kind in 
any hospital. It was designed by a doctor engi- 
neer of our staff and installed by him and our 
own engineers. Economy, both in installation 
and operation, appeals to us. 


The accompanying illustration of this unit as 
it is installed in the hospital gives the detail of 
its construction and operation. You will note 
a sectional view, showing complete enclosure of 
the present radiator of the room, an outside air 
duct leading to the radiator, a damper, turbine 
fans, humidifying tray and controls, filter mate- 
rial in the duct and at the front of the enclosure. 


The front view shows a cut away section and 
also a place where an antiseptic solution or de- 
odorant may be introduced if desired. 


The top view shows a louvre type grille so that 
no dust particles can get into the mechanism of 
the unit. 


Presented at the Hospital i of Pennsylvania Con- 
vention, Philadelphia, April 28, 19 
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1 Humidification is effected by means of a 
tray placed at the bottom of the radiator from 
which the moisture is blown up through the sec- 
tions of the radiator and out through the grille 
work at the top of the unit. The entire unit op- 
erates automatically after the control valve is 
set for the required humidity for the room. It 
has been found possible to hold the humidity very 
closely to the desired point, as indicated by the 
wet and dry bulb. 


Dehumidification in summer is accomplished, 
of course, without heat, but by means of air cir- 
culation and filtering. Control in this case is 
not as positive. 


2 All air, both that brought in from outside 
the building and that recirculated is filtered. I 
have mentioned the benefits of air cleansing. 


3. Air circulation is accomplished by the fans 
which are used for the humidifying process as 
well. 


4 Temperature control is effected by a ther- 
mostat in the room which regulates the amount 
of steam admitted to the radiator. Since we have 
forced circulation, the room is heated in much less 
time than is required in convection. The heating 
principle is somewhat similar to the hot water 
heater in an automobile in winter time. There 
is always heat in the heater, but until we turn 
on the fan back of the heater we do not feel the 
effect of it. 


Cooling in summer, like dehumidification is not 
as exact in that we do not employ a refrigerant. 
We do have a degree of cooling by means of 
positive air circulation and filtering. 


Results 


I have had our statisticians check our records 
for the past three years, showing births during 
the eighteen months prior to installing this unit 
in our nursery, and also the eighteen months since 
that time. 
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Unit installed in the nursery of 
Homeopathic Hospital, Reading, 
Pennsylvania 
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2 We have a constant circulation of air with- 
out noticeable drafts. 


Percentage of deaths of total live 
births : 20 
No. of premature live births..... 14 10 
Percentage of deaths of premature 
live births 43 
No. of cases of impetigo 3 
It is too broad a statement to say that above 
results were entirely due to the installation of 
this unit. 
Summary 
1 Sickness and disease have been decreased 
since we have controlled humidity in our nursery. 


3 We have increased the efficiency of the heat- 
ing system by using the dormant heat of the 
radiators, thereby reducing fuel costs, probably 
25 per cent. 


4 Summer cooling and dehumidification is ef- 
fected to a considerable degree. 


5 Use of an antiseptic or deodorant solution 
more effectively aids in elimination of bacteria 
and unpleasant odors. 
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EDITORIALS 


Hospital Employees and Old Age 
Security 


The existing social security laws do not provide 
old age benefits for persons in the employ of phil- 
anthropic, charitable, educational, and religious 
organizations. 


Every hospital at some time has been con- 
fronted with the employee old age problem. There 
are few hospitals that have not given a great deal 
of thought and study to the solution of this prob- 
lem. Some, if not a majority, of our hospitals have 
tried to solve it in part by keeping the aging em- 
ployees in the hospital service for many years 
after they have reached a retirement age; a few 
institutions have set up old age annuity plans for 
their employees’ benefit. But speaking generally, 
the hospitals have done nothing about it, although 
all of them have wanted to, if a feasible plan could 
be worked out. 


During the past month a group of prominent 
philanthropists and business men called a con- 
ference of philanthropic, charitable, educational, 
and religious organizations to consider ways and 
means for providing security for their aged and 
aging employees. Approximately twenty-five such 
organizations representing churches, colleges, 
hospitals, community chests, Y.M.C.A., and Y.W. 
C.A. were included in this conference. 


The hospital representatives stated as their po- 
sition, that the hospitals wanted provision made 
for old age benefits for their employees under a 
Federal law, that would in some manner safe- 
guard the funds collected, and would ‘“ear-mark” 
them for the purpose for which they were col- 
lected; that the law provide in its language that 
these contributions or taxes would not be prece- 
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dent to the future levying of corporate, property, 
or income taxes. 


The courts have ruled that the law can make 
provision for old age benefits without the inclusion 
of the unemployment provisions. The hospitals 
insisted that there is no unemployment problem so 
far as they are concerned. That the number of 
employed remains constant, within narrow limits 
of variation, and that because of the added burden 
of indigent care in times of depression the num- 
ber of hospital employees increased rather than 
diminished. 


The position of the hospitals was concurred in 
by more than two-thirds of the organizations rep- 
resented. 


The hospitals owe a duty to their employees 
who have grown old in their service. Their com- 
pensation in money has not always been as large 
as it should have been. They have seldom received 
a remuneration sufficient to enable them to 
provide for their old age. Yet their loyalty 
to the hospital, and to their patients, through the 
years has never wavered. While the costs to the 
hospitals would be very important, there must be 
some way by which financial security in old age 
can be provided for hospital employees. 


Hospitals and Group Hospital 
Service 


In any sound prepayment plan for hospital care, 
the good faith and credit of the hospitals form 
the guarantee that the hospital service provided 
for in the contract will be furnished when needed. 
Particularly in the organization period, and before 
adequate reserves are earned and set up, both the 
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plan and the participant must depend upon the 
good faith of member hospitals. 


Regardless of the initial financial support, few 
hospital service plans could be instituted, and none 
could continue long, without the assurance that 
the good faith of the member hospitals has been 
pledged to the full performance of hospital service 
which the participant is entitled to receive. 


When a hospital service plan has been built on 
solid foundations and its organization and 
administration are sound, the member hospitals 
benefit. When the demand on the service plan 
goes beyond the bounds of good actuarial experi- 
ence and its financial structure becomes jeopar- 
dized, the hospitals give their support, take their 
losses if necessary, and see that the contractual 
obligations of the plan are discharged in full. 


The hospitals in their relations to a group hos- 
pital service plan are more than members of the 
control body. They are trust officers holding in 
trust the hospital service for which the partici- 
pants have paid, in fulfilment of their part of the 
contract. As trust officers, the member hospitals 
are entitled to know, and should at all times know, 
that the plan which they have backed with their 
good faith and credit, is intelligently and honestly 
administered and that their interests as well as 
the participants’ interests are at all times well 
protected. 


Hence the hospitals owe a duty to the plan, the 
participants, and, as their credit is involved, most 
particularly to themselves. Since they assume the 
responsibility for the service contracted for by 
the participants, whether in times of stress or 
prosperity, the hospitals must discharge their re- 
sponsibilities to both the participants and the 
plan. They must insist that the plan be soundly 
administered consistent with the actuarial prin- 
ciples of insurance, and that an adequate reserve 
be accumulated before extension of benefits or 
widened distribution of participant coverage. The 
violation of these principles may weaken the plan’s 
financial structure. 


Group hospital service is a major social welfare 
movement, an important and a growing contribu- 
tion to the social security of our people. In three 
years, this principle has attracted to its support 
almost four million participants who voluntarily 
pay for hospital service, without financial incon- 
venience to themselves or their dependents. 


The’ plans, perhaps with some modifications, 
as they grow older and are more widely extended, 
will probably (with the approval of county med- 
ical societies) include medical care in the home as 
well as in the hospital, and will, in the not too dis- 
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tant future, provide a coverage for more than one 
half of the adult employed population of our coun- 
try. This will be an inevitable result, if our hos- 
pitals look well to a sound structure and a compe- 
tent management of the group hospital service 
plan to which they extend their support. 


Hospitals and Graduate Medical 
Education 


Two places where physicians may receive grad- 
uate education are at the bedside of the patient 
in the hospital and in the home. 


Graduate medical education is more practical 
than didactic, more clinical than theoretical. The 
hospitals and their laboratories, with their clin- 
ical resources and scientific processes, are the in- 
stitutions in which the graduate in medicine 
may best continue his studies to qualify for the 
practice of his chosen specialty. Hospitals are 
graduate schools in which the medical graduate 
is taught to apply in practice his knowledge of 
medicine. Hospitals are the laboratories where 
the science of medicine is applied in practice, and 
the art of practicing medicine is taught. 


Hence, the hospital as an important factor in 
the teaching and development of graduate educa- 
tion has a primary interest in the processes which 
establish its identity as a teaching institution, and 
its wards as places im which medical graduates 
may continue their education. From the large 
number of hospitals in the United States, less than 
twenty per cent have been approved by the Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association. The approval 
powers which the Council has delegated to itself 
and itself alone have been a powerful weapon 
often used to accomplish by force what the hos- 
pitals would have done, and in a majority of in- 
stances have done, willingly. 


Cooperation cannot by any mode of reasoning 
be interpreted as subserviency, and to cooperate 
and secure the best results, there must be an un- 
derstanding and participation in purpose, and a 
partnership in both effort and results. This ap- 
plies to graduate medical education as it does to 
every worth while purpose in life. Hospitals can- 
not continue the position of subserviency which 
the Council on Medical Education and Hospitals 
has so long assigned to them. As they are the insti- 
tutions second to our medical colleges which 
are most concerned, and as the members of the 
medical staffs of our hospitals form the faculty by 
whom graduate medical education is conducted, 
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the hospitals could properly suggest to the Coun- 
cil what it should do, rather than the Council tell 
the hospitals what they must do, in order to be 
approved for intern and resident training. 


The Rappleye plan, approved by the American 
Hospital Association, which suggests an advisory 
council consisting of representatives of all the 
medical specialties, the medical colleges, and the 
hospitals, has not been endorsed by the Council 
on Medical Education and Hospitals, nor approved 
by the American Medical Association. The Rap- 
pleye plan is a commendable plan. It recognizes 
both the individuals and the institutions which 
make graduate education possible. It is not in- 
tended to eliminate the Council nor duplicate the 
work it is now doing. It is in purpose an advisory 
body. Should the Council continue to ignore the 
advice of, and deny representation to, hospitals, 
and other groups so largely interested in graduate 
work, the Rappleye plan, or some similar plan, 
may be adopted and an approving body estab- 
lished in which all interested groups would be 
represented. 


The hospitals have been told what to do and 
often the manner in which they were to do it in 
order to secure the approval of the Council on 
Medical Education and Hospitals. With little 
thought of the financial costs to the institutions, 
the requirements of the Council had to be met as 
a condition of approval.’ Institutions where good 
graduate training could be secured often fell out- 
side the pale of approval because they were lack- 
ing a few beds in the established standard of bed 
capacity. 


The hospitals were expected to cooperate, and 
have cooperated, in meeting the requirements of 
the Council, although the hospitals have never 
been consulted in defining the requirements of 
the Council on Medical Education and Hospitals 
of the American Medical Association, a body 
which has for many years appropriated to itself 
the function of selecting the hospitals which were 
to be the institutions approved for intern and resi- 
dent training and for graduate education. 


The hospitals, despite their importance as a 
factor in graduate medical education, have had no 
voice or influence, either consultative or advisory, 
in the development of graduate education or in 
the approval of selected hospitals. 


All of which in no way detracts from the good 
which the Council on Medical Education and Hos- 
pitals has accomplished—the Council undertook 
its task at a time when no other agency mani- 
fested any great interest in graduate medical edu- 
cation. The plan, however, does suggest the 
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means by which the Council may accomplish bet- 
ter results and the hospitals may make a larger 
contribution to graduate medical education. 


The New Order in Hospital 
Administration 


A most encouraging sign of the times, in which 
our hospitals are largely interested, is the care 
and diligence which hospital trustees now exercise 
in selecting the person to administer their insti- 
tutions. 


It is encouraging, too, to know that hospital 
trustees not only want their administrators to at- 
tend the annual conventions of their state and 
national associations but that they are attending 
these conferences themselves. In three recent 
conventions, the assembly rooms in which the 
trustees’ sessions were held were filled to capacity. 


Far more importance is being paid at present 
to the education, training, experience and com- 
petency of the person the trustees have under con- 
sideration for their director than in any previous 
period. More and more the importance of aca- 
demic background, pleasing personality, a ready 
competence to accept and discharge responsibil- 
ities, and adequate hospital administrative train- 
ing, influence the trustees in their selection. 


Less and less weight is attached to personal 
friendship, political alliances, or the fact that the 
applicant is an acquaintance, who is in need of a 
position. Even in tax-supported institutions, the 
applicant must have more qualifications for the 
position than political influence if his application 
is to be considered. 


It is gratifying to contemplate the advancement 
and the success of the younger administrators 
who have had the advantage of special admin- 
istrative training—those who have entered the 
field within the past ten years. They have as a 
rule done remarkably well and gone forward to 
more important positions and better remunera- 
tion. 


It is just as gratifying to observe that it is not 
the physician who has failed in his private prac- 
tice, the man who has been unsuccessful as a busi- 
ness man, and the nurse who has not made good 
in her profession, in other words the derelicts of 
the professional and business world, who are 
being appointed as administrators of our hos- 
pitals. 


If we are to have good hospitals we must of all 
things have good hospital administrators. The 
field is a growing one for the physician, layman, or 
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nurse who wishes to devote the required time in 
training, preparation, and study to make hospital 
administration a career. 


Hospital administration has many attractions 
as a career for the physician, the nurse, and the 
qualified layman. The remuneration averages well 
and the scale has been on the increase for several 
years. It has many cultural and social advantages, 
and as a profession it is respected and honored 
by everyone. 


Explosion-Proof Operating Lights 


Reports of operating room fires or explosions 
have been so frequent since the introduction of the 
more highly explosive anesthetic gases that an- 
esthetists and surgeons and administrators have 
become jittery on the subject. Unfortunately the 
results of the investigations into the causes of 
these explosions have been published so rarely 
that administrators have little data on which to 
base preventive measures. 


The source of ignition in the majority of cases 
has been static electricity with the live cautery in 
second place. None have been attributed to the 
operating room light. 


This innocence of the operating room light as 
the cause of explosions is in entire harmony 
with the theoretical conditions, but, improbable as 
it is, no proof has been adduced to prove either 
that it is or is not possible. 


At a conference between representatives of The 
American Hospital Association and of The Na- 
tional Board of Fire Underwriters, it was con- 
cluded that with the operating light at least two 
feet above the patient the light did not present an 
explosion hazard. This conclusion was based both 
on the fact that no such explosion had yet been 
reported, and on the further fact that the explo- 
sive gases being heavier than air their natural 
movement would be downward, and that in any 
case there would be sufficient mixture with air to 
dilute them below the explosion point before they 
could reach the operating room light. 


There is so little scientifically reliable data on 
the entire subject that the American Hospital As- 
sociation is now sponsoring an extended investi- 
gation by the Massachusetts Institute of Tech- 
nology to determine the exact extent and nature 
of all of the hazards of operating room explosions. 


The term “explosion proof’ is interpreted by 


technical authorities to mean “able to withstand 
an internal pressure on the order of 500 pounds 
per square inch.” Anyone familiar with operating 
room lights can readily realize that, in addition 
to the increased cost, such a light would be very 
heavy, would have less adjustability, and in some 
types at least might materially decrease the 
amount of light available in the surgical field. To 
the extent that either adjustability or available 
light is decreased it is apparent that the surgeon’s 
ability to see. will be decreased and the surgical 
hazard to the patient increased. 


The American Hospital Association is exerting 
every effort to find a scientifically sound solution 
to this problem. Until such time as an authorita- 
tive answer can be given administrators would do 
well to make haste slowly in the matter. The 
National Board of Fire Underwriters and the Na- 
tional Electric Code Committee are the most au- 
thoritative bodies on the questions involved and 
the Inspection Bureau of the state or city involved 
is the enforcing agent. Any recommendations not 
definitely approved by these agencies are subject 
to serious question, and administrators should 
proceed with caution before making new installa- 
tions which are not yet proved to be necessary 
or which may be unsatisfactory from a surgical 
standpoint. 


Sani cen 


Hospitals as Symbols 


In a noteworthy address on National Hospital 
Day at the Hinsdale Sanitarium, Hinsdale, Illi- 
nois, Homer E. Capehart paid a fine tribute to our 
hospitals. It is particularly significant in these 
times, to have a prominent business man and phil- 
anthropist place a high value upon voluntary 
hospitals and voluntary welfare agencies and 
want them to continue. Mr. Capehart said: 


“The problems in health and hospital fields 
are not so very different from those in in- 
dustry, labor, farming, and other activities.” 


“Voluntary privately supported hospitals 
illustrate the very best in our American tradi- 
tion. I want to see them preserved and pro- 
tected and increasingly supported by a great, 
free, prosperous people. The very soul of 
America has expressed itself through these 
voluntary social institutions. It is important 
that they be preserved in a time when the in- 
clination on the part of so many is to look to 
governmental units to do what free Amer- 
icans should do for themselves.” 
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Hospital Landscaping and Gardening 


ROBERT ARTHUR PHILLIPS 


As ages grow to civility and elegance 
We shall ever learn that man learns 
To build stately sooner 
Then to garden finally 
As if the latter were the greater perfection 


—Francis Bacon 


S a landscape architect it is gratifying 
A to know that hospital administrators are 

beginning to recognize the place and im- 
portance which landscaping and gardening right- 
fully possess in the sphere of hospital life and 
work. Perhaps this recognition has been forced 
upon them by circumstances surrounding the 
problems of maintenance of the grounds. Per- 
haps the bleak aspect of dead evergreens or the 
bare patches in the lawn made them realize that 
there is such a thing as landscape art. Or per- 
haps their interest is another manifestation of 
the general awakening of the consciousness of the 
American people to the beauties of plants and 
the landscape. Whatsoever accounts for it, 
asthetic or economic, some good is sure to come 
of it. 


As hospital landscaping is not discussed in the 
class room or literature, I must deal with the 
subject in a pioneering manner, basing most of 
my contentions on my own opinions and from my 
own experiences and observations of what con- 
stitutes or what might constitute the problems 
and prospects of landscaping and gardening as it 
relates to hospitals and the management of the 
latter. Actually the subject is the concern of 
the landscape architect, the architect, the trained 
gardener, and the administrator. Obviously a 
subject which involves so many specialized groups 
cannot be disposed of in a short manuscript or 
an hour’s talk but it can be enlightening enough 
to open avenues of thought and introduce some 
really worth while information on the subject, 
sketchy though it may necessarily have to be. I 


Presented at the Institute for Hospital Administrators, Uni- 
versity of Minnesota, Minneapolis, Minnesota, January, 1939 
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may not be able to tell you exactly how to do all 
the things involved but I can suggest what these 
things are, and what to do about them. 


In taking a broad view of the subject I see 
several general interrelated divisions which if 
discussed separately and connected properly will 
simplify my story, perhaps lending clarity and 
enhance understanding. These more or less dis- 
tinct divisions are: 


I Importance and value of hospital land- 
scaping and gardening 
II The planning, involving the landscape 
and garden lay-out 
III The planting, involving problems of ob- 
taining and selecting plants and the ac- 
tual planting of them 
IV The problems of maintenance and man- 
agement 
V The personnel problem—obtaining and 
training men to do suitable service 
VI Landscape data, lists of plant materials 
—Garden and landscape literature 


In respect to IV and V, I will have to put my- 
self in the position of the hospital administrator 
so that I might be “stricken” with the same 
troubles which he must or will encounter. 


I Importance and Value of Hospital Landscaping 
and Gardening 


Now just exactly what is the importance of 
landscaping and gardening to hospitals? Is there 
any real value other than purely the asthetic. 
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These are important questions to be considered 
and settled before delving into the details. To 
my mind, a very important requirement of all 
hospitals is to create an atmosphere of friendli- 
ness, comfort, and comliness. The more closely 
the surroundings of a hospital approach the 
charm, informality, and convenience of a good 
home, the more desirable they will be to the in- 
mates and workers. To the patient there is gen- 
uine therapeutic value in trees, lawns, plants, and 
gardens. Especially in the convalescing stages, the 
hospital can produce greater possibilities for re- 
covery on its grounds and in its gardens than 
within its walls. 


Everyone admires beautiful grounds and bloom- 
ing plants. The sight of lush lawns, graceful, 
shade producing and artistically enframing trees, 
attractive shrubbery greenery, and colorful flow- 
ers speak a welcome which all hospitals could well 
employ. The natural strangeness and innate hu- 


man antipathy for hospitals could be removed ° 


materially by enlisting nature’s virtues, flowers 
and foliage. 


A visit to any of the larger institutions both 
in this country and abroad, reveals at nearly all 
times of the year, convalescing patients walking 
or being wheeled along paths seeking the sun in 
spring and autumn and retreating to the shade- 
ful spots in summer. Some are found sitting 
alone in silent contemplation of hearth and home 
which the green grass and flowers more realis- 
tically recall; still others are discovered in ani- 
mated conversation with visitor or relative or fel- 
low patient. The refreshing, re-animating influ- 
ence of gardens and grass can scarcely be cal- 
culated, yet we are all conscious of its worth. 


A garden, no matter how small, may be a place 
to retreat from the routine life of the hospital. 
To be of real value it should be a secluded 
screened spot where one can rest or relax in com- 
parative privacy with protection from strong 
winds and prying eyes, and accommodations for 
comfort—seats, arbors, roofed or canopied shel- 
ters. An outdoor room such as this will offer an 
escape from the worries which customarily beset 
the sick, at the same time contributing consider- 
ably to their recovery. Whether one is sick or well, 
an enclosed stretch of lawn with borders or boun- 
daries of foliage and flowers is a place to lose 
the troubles of the day, to store up energy with 
which to combat the perplexities of life, and an 
opportunity to indulge in gentle exercise. Vis- 
itors and workers will find real value in some 
such secluded section of the grounds. Where 
space will permit, areas may be devoted to out- 
door games to be used by staff doctors, nurses, 
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visitors, workers, or patients who may indulge 
in competitive play. These areas may be open 
to one group or another on certain days, thus 
providing a private park for the enjoyment of 
all; or, space and funds permitting, there may be 
separate private places for these special groups. 


Besides the aesthetic, therapeutic, and recre- 
ational possibilities, planned landscaping points 
out certain utilitarian advantages. Beauty is 
not alone served, when all parts of the grounds 
are studied and planned so as to produce the max- 
imum of use at the minimum cost. Careful 
thought may turn disadvantages to virtues. <A 
low, undrained thicket may be converted into a 
beauty spot instead of forced into some other 
service because of a thoughtless layout arrange- 
ment. 


Every advantage should be seized upon to use 
natural resources. Plans can be designed to in- 
corporate native vegetation and natural contour 
and existing ground formations. Only planning 
will reveal the possibilities of site and situation, 
therein contributing economic value to every 
project. 


A path across the lawn is not only an eyesore 
but an admission that proper study of adequate 
provision for natural circulation was not made. 
Numerous walks, long driveways, frequent flights 
of steps, and difficult grades to negotiate are other 
manifestations of hasty or no consideration of 
all the factors that affect the plan. 


The excellence of a design or plan will depend 
upon how closely it fits the particular conditions 
of the site and situation and how well it meets 
the demands of use and service, within the lim- 
itations of definite costs. 


II The Planning 


Properly, the planning and planting of hos- 
pital grounds is the special province of the land- 
scape architect. His taste and training will help 
him arrive at the best solution, embodying every 
possible desirable feature obtainable at the most 
reasonable expenditure of time, energy, money, 
and maintenance. 


He will make his plan fit the property and the 
problems involved instead of, as is so often done, 
making the property fit the plan. In arriving at 
a solution the landscape architect will need the 
cooperation and the collaboration of the architect 
and the hospital administrator and the parties 
responsible for the paying of the bills. Thus, 
working cooperatively, each presenting his spe- 
cial knowledge on the subject, a unity of design 
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Landscaping at the Palo Alto Hospital, Palo Alto, California 


and integrity of result will be achieved far beyond 
that which would have been possible had the en- 
tire project, architecture and landscape architec- 
ture, been carried to completion by any one in- 
dividual or specialized group. 


III The Planting 


The planting follows the planning, a most im- 
portant procedure which is very commonly re- 
versed. The planting is the embellishment of 
the plan, the latter being the basic structure, the 
framework of the design. Trees, shrubs, garden 
plants, together with garden architectural fea- 
tures, such as pools, pergolas, seats, etc., are the 
fittings and furnishings of landscape designs. 
The planning is the more important, it gives form, 
expression, and purpose to the planting. 


If engaging a landscape architect is out of the 
question because funds are not available with 
which to pay him for his services, you may, with 
some knowledge of the subject, adopt emergency 
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measures much in the manner in which first aid is 
at times administered without the assistance of 
the specialist. Together with local available tal- 
ent—your nurserymen, florist, county horticul- 
tural expert, some self-educated plain dirt gar- 
dener, or any available government service in the 
field of soils, agriculture, art, and related or asso- 
ciated sciences—you may be able to accomplish 
a reasonably efficient and attractive solution of 
this problem. From these sources you may learn 
just what plants are hardy in the region and per- 
haps also learn that certain ones definitely are 
not hardy. Obviously this will give you workable 
lists of all types of plant materials, trees, shrubs, 
vines, bulbs, perennials, and annuals, from which 
you can make selections. 


Hardiness of the materials is the first requisite, 
simple culture and certainty of success closely 
follows. These qualifications are of special im- 
portance to the hospital administrator. Only in 
very rare occasion would one expect to find a hos- 
pital superintendent who is ready and willing to 
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leave his desk, dash out to a garden bed, admin- 
ister a hypo to a sick plant that is perishing per- 
haps only because it cannot tolerate the climate. 
Plants for hospital grounds and gardens must be 
rugged individualists, prepared, in a large way, 
to live under a laissez-faire regime. Fragile 
plants, no matter how fair they may be, cannot 
be used unless you are prepared to spend a gen- 
erous amount of time and energy with them. Not 
only would the selection be unwise but also the 
investment would be questionable. 


Ordinarily, in commerce, the most tender plants 
are the most expensive and often the shortest 
lived. Consequently these factors of hardiness, 
ruggedness, cost, and length of life must govern 
to a great extent the selection. Nearly every 
plant must be more than ordinarily productive 
of foliage or flower, preferably both. It must 
ask as little as possible in the way of care and 
attention in return for its bountifulness. Put- 
ting landscaping on a purely business basis need 
not interfere greatly with its effectiveness and 
attractiveness. Since all these factors connected 
with the choosing of plants vary widely in every 
region it would be a waste of time and space for 
me to discuss these points further. 


Not only must the plant materials possess these 
physical qualities but they must be employed in 
artful compositions. They must be in harmony 
with the plan, the architecture of the buildings, 
as well as the environment. The planting must 
form a harmonious entity of color, texture, bal- 
ance, continuity, size and shape relationship. Un- 
fortunately, here I cannot produce concrete 
evidence without getting into a very lengthy dis- 
cussion of the art of landscape compositions. 
Professional platitudes, however, may be supple- 
mented or clarified by a statement of certain 
broad principles. Among these are: 


As often as possible group plants in masses of 
several to many of a kind rather than singly or 
in groups of many kinds. 


It is always easier to harmonize a few differ- 
ent kinds than to -unite, as far as form, color, 
texture, size, etc., many sorts. 


The plantings should not represent mere ac- 
cumulations nor should they appear as a series 
of unrelated spots. They should be employed in 
sufficient quantities to form mass effects which 
are repeated, and related so as to produce a uni- 
fied result. This does not mean that all shrub- 
very beds must be actually connected but the 
continuity is accomplished in effect by repeating 
types or using related or similar sorts in the sep- 
arate plantations. 
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Repetition of forms, colors, shapes, sizes, and 
textures with gradual changes in these features 
within each planting mass of shrubs, perennial 
garden plants or annuals, or combinations of these 
groups and these masses interwoven into the 
whole planting scheme bring harmony to each 
unit and unity to the whole planting. 


So-called specimen plantings of individual or 
small groups having striking characteristics 
should be restricted to the points in the plan 
where it is highly desirable to attract attention. 
These accent or specimen plantings, oftime con- 
sisting of such plants having outstanding color, 
form or texture such as the blue spruce, the weep- 
ing willow and birch, the mountain ash, golden 
leaf elder, cut-leaf elder, purple-leaf plum, and 
others, if used too frequently or without proper 
relationship to each other, to the plan, or to the 
architecture will tend to create a keen competi- 
tion for interest with subsequent disorganization 
of the whole planting arrangement. In extreme 
cases the pattern of the plan may be destroyed. 


A special point regarding the planting of hos- 
pital gardens and grounds which has been known 
to be overlooked is the importance of avoiding 
the common allergic offenders of the plant king- 
dom. Some cultivated plants are guilty of con- 
tributing to the discomfort of allergic patients. 
Weeds, of course, are the main offenders. These 


should not be allowed to exist on the grounds or 


in the gardens. 


Another objection, this one unusual, because it 
is a quality very often sought by garden lovers, 
is the presence of heavily scented blooms. It is 
a known fact that sick people strongly dislike 
perfumes but the fact that some shrubs and gar- 
den plants might be offenders is often overlooked. 
Cases in point are the cape jasmine, gardenia 
and tea olive in the South; the tuberose, mock 
orange, and lilac in the North. 


In the planting against the buildings it is ex- 
tremely essential that they serve to merely en- 
hance the architecture, clothe bare walls, soften 
harsh angles, and screen off the objectional but 
never to block out light and air at windows and 
airways. One does not have to search long or 
far to find a hospital building with ground floor 
and even upper story windows blotted out by 
shrubs and trees. Daylight and air are very 
essential to the welfare of patients and hospital 
workers. 


I do not have to point out the extreme impor- 
tance of sunshine and air to patients and hos- 
pital workers yet it is necessary to call attention 
to the fact that tall plants must not be used so 
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that they shut off these natural beneficial influ- 
ences. An economic impulse if nothing else 
should cause the correction of this situation. 
Small plants or no plants at all at these particular 
places, obviously, reduces the nursery bill and 
the maintenance costs. 


Planting Operations and Preparations 


The actual planting operations should be en- 
trusted only to experienced gardeners, established 
and reputable nurserymen, preferably supervised 
by a landscape architect whose business it is to 
make arrangements for delivery and temporary 
care of materials, stake out the planting positions, 
and to designate the kinds to be set in, and see 
to it that all the steps in the planting are properly 
executed. All planting should be done during the 
dormant seasons, in early spring or early in 
autumn. 


Preparation of the planting beds prior to the 
actual time of planting is of utmost importance. 
Breaking the ground, tilling the soil deep and 
well, will put it into proper shape to support 
plants. New soil will have to be supplied, where 
building material waste has been buried and dis- 
guised by a thin layer of top soil. The most eco- 
nomical procedure in this regard is to prevent 
the thoughtless dumping of construction debris 
on the grounds. Building contractors should be 
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Looking Outward from Founders Memorial, Newton Hosptial, Newton Lower Falls, Massachusetts 
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required to cart away all waste products. Merely 
setting up this requirement may not settle the 
point; it may necessitate diligent supervision to 
see that the agreement is actually carried out. 


A lawn, garden, or landscape planting, like a 
house or any other structure, is no better than 
its foundation. Well drained, fertile soil, deep 
enough to support the roots of plants is essential 
to their success, ease in care, and cost of main- 
tenance. An investment in thorough preparation 
and good soils will pay large dividends in main- 
tenance savings, and give immeasurably greater 
aesthetic results. Prepared planting beds, not 
only for garden flowering plants but also for trees 
and shrubs always pay. 


All planting beds should have at least eighteen 
inches of good top soil and twelve inches of suit- 
able subsoil with six inches or more of drainage 
materials, sand and gravel or cinders, at the very 
bottom. Tree pits, several feet in diameter, 
should be prepared in a similar manner. 


Care immediately after planting is part of that 
step. Pruning after planting, special attention 
to watering, straightening up the specimens that 
did not remain in an accurately upright position, 
re-firming the soil around the plant, supporting 
with stakes if necessary, and protecting against 
all enemies that might interfere with the quick 
establishment are finishing stages in the planting 
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operation. These measures are not considered 
or included in the general maintenance and care 
of grounds. 


In summing up the points to be considered when 
selecting and using plants, the quality, size, and 
spacing of materials are other factors which must 
not be ignored. Always secure first class stock 
grown and handled by local nurserymen. In or- 
der to get independent price bids of a truly com- 
parative sort, submit to several nurserymen uni- 
form plant lists containing botanical name, com- 
mon name, size, and quantity desired of each 
kind. In the main, select small to medium sizes 
which in the legitimate nursery business are 
graded thus: 1—2 ft., 2—3 ft., 3—4 ft., 4—5 ft. 
for shrubs; 10—12 ft., 12—15 ft. for trees with 
larger sizes based on the diameter of the trunk 
at breast height (2 in. caliper, 3 in. caliper, etc.). 
Be sure to specify first class grade A standard 
nursery stock materials uniform in shape and 
character and free from insects, and diseases. 
Also do not take it for granted that the lowest 
bid is necessarily the best. Investigate the in- 
tegrity and reputation of the nursery and the 
quality of the stock before placing your order. 


Have all the details of planning, preparation, 
selection of stock, selection of nursery with the 
order signed and ready for execution in advance 
of the planting season. Well-laid plans in this 
respect bring smoother results and comparatively 
few risks in the planting, and better cooperation 
from the nurseryman. 


The setting out of plants and the sowing of 
grass seeds and garden seeds should not be un- 
dertaken until all the features of construction 
have been completed. After all permanent fea- 
tures such as walks, walls, pools, seats, etc., have 
been constructed, and all the constructive meas- 
ures aimed to improve the soils and planting beds 
have been completed, the trees and shrubs may 
be planted. Following these plantings, the grass 
seed is sown or the sod is set in the areas desig- 
nated for lawns. The planting of flower beds, 
sowing flower seeds and setting out bedding stock 
is perhaps the final steps in the procedure of 
plantings. 


IV The Problems of Maintenance and 
Management 


The problem of maintenance and management 
follows the planting. Here we encounter the 


purely horticultural aspects of landscaping, the | 


science of growing plants successfully, involving 
such things as the care and culture of garden 
flowers, the trimming of trees, pruning of shrub- 
bery, fertilizing, watering, weeding, tilling the 
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soil, plant protection, control of insects and dis- 
eases, and general upkeep of grounds and gardens. 
All these can be handled by gardeners and 
grounds men who understand how and when to 
attend to the tasks. The important thing is to 
get skilled help. Besides doing the work correctly 
experienced workers will accomplish much more 
and in less time than the untrained individual. 


There may be times when it will be necessary 
to seek the advice of the horticultural expert, the 
plant doctor, and the soils scientist. The un- 
common plant enemies may invade the premises 
striking at the roots of plants, the heart of the 
wood, the epidermis of leaf and stem. Nearly all of 
the insect pests of plants can be controlled rela- 
tively easily by ordinary garden remedies and 
some of the destructive diseases can be halted 
or prevented by customary measures, common 
soil troubles may be overcome by plain dirt gar- 
dening methods, but there will be instances when 
the plant doctor will have to be consulted (refer 
to United States or local entomologists) the tree 
surgeon called in, or times when the advice of the 
soil expert will have to be sought. These in- 
stances usually are few and there are always 
some local experts to go to for help. 


Aside from the more puzzling problems, nearly 
all garden and ground’s maintenance matters can 
be handled by the plain dirt gardener. The really 
important thing about them that the hospital’s 
administrator’s attention should be drawn to is 
that these rare problems, like the common ones, 
must not be neglected. There is small wisdom in 
waiting until some disease has defoliated the 
plant before doing something about it. Allowing 
bugs to bite a plant until it is about to pass out 
is about as intelligent an approach to plant health 
problems as a human patient’s stupidity in ex- 
pecting relief and reasonable recovery even 
though the last, desperate stages of the disease 
have developed before calling the physician. 


Similarily, do not wait until the weeds have 
crowded out the ornamentals, dwarfing or destroy- 
ing them by stealing the moisture and nourish- 
ments of the soil or depriving them of light, room, 
and air, before doing something about it. 


Another thing, it is both good business, and 
good horticulture, to replenish the earth with 
plant foods when these supplies run low. Well 
fed plants like well fed people, generally live 
longer and better. An annual application of any 
one of the commercial complete plant foods is a 
wise investment, even though the money for it 
may be difficult to squeeze out of the budget. 


All plants will require artificial watering when 
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nature fails to supply moisture or when man has 


set them where natural waters do not reach them. 
There are no hard and fast rules for watering 
other than to supply it when it is needed, a situa- 
tion or condition which varies considerably de- 
pending upon soils, exposure, drainage, and the 
plants’ particular requirement in this respect. In 
general, watering should be done thoroughly, 
using an overhead sprinkler and soaking the soil 
to a depth of several inches. Prodigious water- 
ing at less frequent intervals is better than fre- 
quent light applications. When employing the 
recommended method, the sprinkler can be oper- 
ated at all hours of the day or night. The sun 
will not have a harmful effect upon vegetation 
that is bathed for a long time in a shower of 
water. Letting the water run for short periods 
on lawn or garden flowers exposed to a hot sum- 
mer sun will result in burning of the foliage. A 
worker should not be allowed to water by hand 
with hose and nozzle unless very small areas are 
involved. A good landscape and garden design 
will reduce this probability. to a minimum. 


Deep cultivation of the soil in fall and spring, 
with frequent shallow tilling during the growing 
season, will keep it in good condition, fertile, and 
free from weeds. 


When all the problems of maintenance are at- 
tended to as they present themselves, the cost of 
care can be kept down and all matters will be 
less burdensome. Piecemeal attention never pro- 
duces satisfactory results. The week-end type of 
gardening attention will not suffice for institu- 
tions any more than spasmodic cleaning will sat- 
isfactorily maintain hospital halls and rooms. 


Intelligent maintenance and well organized 
management are essential to the perfection of 
landscape plans. In landscape art, there are un- 
usual developmental aspects which do not enter 
into the consummation of other works of art. 
The landscape artist is dealing with plastic ma- 
terials which give him unusual opportunities but 
also present him with many disadvantages. The 
time element in the development of plants and 
groups of the same is extremely important to the 
perfection of his plans. Obviously, proper main- 
tenance carries an important role in the fulfill- 
ment of ideas and ideals. The excellence of plans 
and plantings may be preserved or revealed by 
continued and long maintenance or quickly lost 
without it. 


In order to successfully cope with maintenance 
matters, certain tools, equipment and materials 
are essential. Instead of going to great length 
in discussing them, I shall submit the following 
list of principal types and kinds. 
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Tools and Equipment 


Power mower 

Lawn rakes, garden rakes 

Hoes 

Cultivators 

Trowels 

Spades and shovels 

Garden hose 

Sprinklers 

Watering cans 

Pressure sprayer 

Powder gun 

Wheelbarrow with removabile sides 
Wicker and metal basket, 1 bu. and 3 bu. 
Hand sickle and scythe 

Pick 

Grub 

Spading fork 

Scuffle hoe 

Garden line and reel 

Watering cans with fine and coarse rose-nozzles 
Hose with various sprinkler attachments 
Pruning shears, large and small 
Pruning saws 

Lawn mower 

Edger for lawns 

Grass shears 

Ladders 


Materials 


Insecticides, stomach and contact poisons 
Fungicides 

Fertilizers 

Soils or composte—peat, loam, sand, leaf mold 
Cold frames 

Plant flats 

Flower pots 

Labels 

Stakes 


V The Personnel Problem 


Here, as in other matters of an administrative 
nature, you will have to exert your executive abil- 
ity to secure or to develop the men to do skilled 
work. Good gardeners and grounds men are hard 
to find and it takes a long time to train the un- 
itiated and uninformed. 


In the absence of funds to engage expert men, 
or in case there are no experts available, you will 
have to find and develop men to fit into landscape 
jobs. Obviously, interest in garden plants and 
landscape matters is the first important qualifi- 
cation; some native ability along landscape lines, 
willingness to discharge duties quickly and neatly 
are other requirements to be looked for in the 
prospective worker. Of course, besides these 
there are the usual qualifications of good babits, 
cleanliness, etc. 


Encouragement, suggestions for study and ex- 
perimentation and proper respect for a worker’s 
place in the scheme of hospital affairs are im- 
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Looking Outward from the Main Entrance of the Newton 
Hospital, Newton Lower Falls, Massachusetts 


portant personal contributions to the develop- 
ment of landscape servicemen. 


As far as I know, there are few if any rules or 
formulas for determining the amount of work to 
be expected in a given period of time. And the 
only real determination of the quality of the work 
is the results. Some so-called gardeners will 
spend the better part of a day weeding a small 
patch of garden space, while others are able to 
turn out as much work in an hour. Disconcert- 
ing as this situation is, I challenge any knowing 
person to lay down quotas of work and time limits 
that will operate for other than highly special- 
ized situations. There is scarcely a full day’s 
work which can be standardized, since the gar- 
dener must attend to a great variety of chores 
and tasks that vary from time to time. The pat- 
tern of his work cannot be set unless the project 
is great enough to use a large staff of helpers; 
and, correspondingly, there is the means to en- 
gage specialized workers. 


Types of tools, and services, vary so much that 
only by taking one case (which would hardly be 
representative enough to be useful to many—if 
any other cases) could one attempt an analysis. 
Still this could be an extremely difficult task be- 
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cause of the variable factors, both determinable 
and undeterminable. 


Also, always bear in mind that a gardener 
should be allowed the opportunity to do the things 
he thinks and knows to be important, even though 
they come during off-season hours. When given 
the privilege to attend to the small things (which 
are vastly important to the whole scheme and 
success of maintenance) that crop up during pe- 
riods generally regarded by all to be the lay-off 
time, you not only enlist but greatly develop a 
worker’s interest in his work. I know of no other 
place where a deep appreciation and love for 
one’s work count more than in gardening. A 
good gardener always wants to do the right thing 
at the right time and he is greatly discouraged 
if he cannot do so. The sum total of his yearly 
endeavors may depend a lot on the timely dis- 
charge of a trifling. If at all possible, keep a man 
on the grounds the year around. This may ne- 
cessitate finding fill-in work, which should be 
easy to locate at any institution. 


Gardener’s periodicals, seed and nursery cata- 
logs, books on garden topics, and an up-to-date 
garden dictionary or encyclopedia should be re- 
garded as essential acquisitions for both the hos- 
pital administrator and the landscape workers. 


VI. Landscape Data* 


A Lawn Feeding Program Using Commercial 
Fertilizers 


Early spring application (in April) of a 
complete plant food used according to manu- 
facturers’ directions; about 10 pounds to 
1,000 square feet. 


Second feeding in about the middle of May, 
again using a complete plant food plus sul- 
phate of ammonia. The latter may be applied 
in dry state with the other fertilizer and it is 
used at the rate of about three pounds per 
1,000 square feet of lawn. 


Third feeding of the same materials as used 
in the second feeding, to be done in late Au- 
gust or early September. The sulphate of 
ammonia may be applied in liquid form dis- 
solving 1 oz. to 2 gal. of water. 


Fertilizers should not be applied to the lawn 
when it is wet, except during rainfall, and should 
be washed into the sod or soil (by sprinkling) 
right after being applied. 


Insecticides and Fungicides 


Stomach poisons, such as lead arsenate, paris 


*Lists of plant materials and suggestions for hospital grounds 
and gardens in the Middle Northwest. 


HOSPITALS 








ble 


ner 
ngs 
igh 
yen 
ich 
ind 
pe- 
off 
pa 
ler 
for 


1e- 





green, pyrethrum, and hellebore, kill only those 
insects that bite off, chew up, and swallow bits 
of leaves or parts of the plant. 


“Contact” insecticides, oils, caustics, nicotine, 
gases, soaps, dusts, are used to destroy sucking 
insects such as aphids and scales and many soft- 
bodied insects such as caterpillars and slugs, 
mealy bugs and sow bugs. 


Fungicides, such as bordeaux mixture, lime sul- 
phur, corrosive sublimate solution, which are used 
to prevent attacks of plant diseases—fungi, mil- 
dew, blights, rusts, black spot, stem and root rots. 


How to Determine What Kind of Materials Are to 
Be Used In Exterminating Plant Enemies 


A plant that has its leaves notched and full of 
holes or that has pieces actually bitten off has 
been visited by chewing insects, perhaps, beetles, 
worms, caterpillars, or grasshoppers, so we sea- 
son their salad with a stomach poison. 


A plant that has its leaves curled, distorted, or 
otherwise disfigured is usually playing host to 
the “sucking insects,” the plant lice, leaf hop- 
pers, meal bugs, and scales. This kind of insect 
enemy of the plant must be destroyed by a “con- 
tact poison” such as nicotine sulphate. 


A good combination spray for both types of in- 
sects is one made of nicotine sulfate and a py- 
rethrum product using about one teaspoonful of 
each to one gallon of water. 


Always spray on a cloudy, still day if possible. 
Do not delay spraying if insects are present. Do 
a follow-up or second spray about a week after 
the first one. 


Remember, also, that proper management of 
all the maintenance problems is an effective way 
of controlling insects and diseases. 


Spacing Suggestions 


Annual garden plants—Space 6, 12, or 18” apart, 
depending upon the size and habit of the 
plant 


Bedding plants are spaced as above and suggest 
as below— 

Close carpeting plants—6 inches apart 

Geraniums—about 12 inches apart 

Four O’clocks—18 inches apart 


Perennial garden plants—6, 12, 18, 36” apart, 
depending upon their size and habit of 
growth 
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A general suggestion for the spacing of 
shrubs is to set them at distances apart which 
equal about one-half their ultimate vertical 
growth; thus, shrubs that generally reach a 
mature growth of six feet should be set ap- 
proximately three feet apart. 


Street trees—(a) Narrow streets (50-75 feet be- 
tween buildings) use narrow trees, 40 feet 
apart and “staggered,” i. e., alternating each 
other across the street. (b) Medium wide 
streets (75-100 feet between buildings) use 
medium trees, 40 feet apart. (c) Wide street 
(over 100 feet between buildings) use large 
trees 50-60 feet apart. 


Hedge planting—(A hedge should be broader at 
the bottom than at the top in order to prevent 
dying out at the bottom.) (a) Dwarf box 
edging and the like—allow 6 inches in width 
and space 3-4 inches apart in either single or 
double rows. In the latter case rows 3 inches 
apart and plants 3-4 inches in row. (b) Low 
hedges 2-4 feet high—allow 2-3 feet in width 
and space plants about a foot apart in the 
row. (c) Medium tall hedge (4-6 feet high) 
space plants 12-15 inches apart. (d) Tall 
hedges (6 feet or more high) allow 4-6 feet 
in width (to 10 feet in case of evergreens), 
and space plants 2 feet apart. (e) Screen 
planting and windbreaks (30 feet high or 
more) allow up to 20 feet in width, except in 
case of a crowded single row of Lombardy 
poplars, which will require 10 feet. Plant 
standard materials and space 6-12 feet apart, 
according to size of stock at planting. If stock 
is small (3-5 feet), set plants 6 feet apart or 
more, rows 6 feet apart. Later remove every 
other plant, leaving plants 12 feet apart in 
rows alternating across the row. 


Planting for Immediate Effect—Two methods 
possible. (a) Plant thick but thin quick, in 
which case use smaller spacings than rec- 
ommended above, but locate permanent 
plants carefully at start and thin out extra 
or “filler” plants as group becomes crowded. 
(b) Space normal but use ground cover ma- 
terial or keep ground either cultivated or 
mulched with old hay or strawy material to 
prevent drying out till plants are large 
enough to shade the ground. If texture of 
soil needs improving a combination of “cover 
crop” and cultivation may be used for two 
or three seasons. 








Better to Plant for Ultimate Effects—Less ex- 
pensive, more artistic but requiring longer 
period of development. 














Some Salient Aspects of Cyclopropane 


Anesthesia 


ROBERT L. PATTERSON, M.D. 


was known years before it was put into clin- 

ical use. It was discovered and described by 
August Freund in 1882, while he was looking for 
isomers of propylene. Following its discovery it 
seems to have been consigned to the archives until 
1929, when Lucas and Henderson of Toronto be- 
came interested in it as a possible contaminent of 
propylene that caused so many cardiac irregulari- 
ties when used as an anesthetic agent. Cyclopro- 
pane was suggested as a cause of this toxicity. 
Much to their surprise, it was not only found to be 
non-toxic, but to be a better anesthetic agent than 
propylene. 


C was enon yar like many anesthetic agents 


After extensive favorable trials on laboratory 
animals, Waters and his associates at the Univer- 
sity of Wisconsin took the responsibility of putting 
this new drug on clinical trial. In October 1933, a 
group of anesthetists from various parts of the 
country were invited to the University of Wiscon- 
sin to see and study the results of this work. Since 
that time, work has continually been in progress 
to perfect our knowledge of its nature, advan- 
tages, dangers, and limitations. 


Physical Properties 


Cyclopropane is a labile, colorless, explosive, 
gaseous hydrocarbon possessing a pungent odor. 
It has the same empiric formula as its isomer pro- 
pylene, C, H,. It is slightly soluble in water, but is 
freely soluble in oil. The molecular weight of the 
gas is 42.05. The flash point varies under different 
conditions. The explosive range for cyclopropane 
and air is 2 to 10 per cent and for cyclopropane 
and oxygen is from 2.5 to 60 per cent. Anesthetic 
mixtures as ordinarily used are therefore well 
within the explosive range as are mixtures with 
many of the other anesthetic agents. 


Respiration 


Respiratory stimulation with this drug during 
induction is so much less than with other common 
inhalation agents that the impression may be 
gained of severe respiratory depression. After the 
administration of morphine, cyclopropane further 
diminished the already slowed rate and reduced 
amplitude of respiration. 


Presented at the Hospital Association of Pennsylvania Con- 
vention, Philadelphia, Pennsylvania, April 26, 1939 
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Respiration during the third stage of cyclopro- 
pane anesthesia is usually regular. There is little 
diminution in minute volume exchange until inter- 
costal activity is affected. Concentrations of from 
7 to 18 per cent is all that is required to carry the 
patient through the first two planes of the third 
stage. Concentrations up to 23 per cent may pro- 
duce intercostal paralysis and concentrations of 
40 per cent or above will cause respiratory arrest. 


As has already been stated, respiration is re- 
markably even and quiet in the upper planes of 
the third stage. At the point where intercostal 
paralysis occurs, a period of increased respiratory 
rate begins and is insufficiently deep to maintain 
an adequate exchange. Respiration will fail before 
the circulation. 


High concentrations of cyclopropane or too rapid 
increases in concentration will produce laryngo- 
spasm. The severity of the laryngospasm varies 
in degree and duration with the individual patient. 
This can usually be relieved by the addition of 
oxygen, nitrous oxide, or helium, providing the 
gases are administered under slight pressure. 
Troublesome laryngospasm may require the use of 
an endotracheal tube. 


Aponea may occur in the upper planes of the 
third stage. This usually occurs with fairly high 
concentrations or with rapid increases in concen- 
tration of the gas, especially in old or debilitated 
individuals and also in patients whose preliminary 
medication has been excessive. Again, this too 
can be relieved by the addition of oxygen. Res- 
piration at the normal rate can be carried on 
mechanically during this period by manual com- 
pression of the bag. Aponic periods may be pro- 
duced intentionally and this technique may be used 
to advantage during the time that the abdomen 
is being either opened or closed or when a common 
duct is being exposed. 


Circulation 


The pulse rate during maintenance is usually 
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that of the normal resting rate. If morphine has 
been given, the rate is, as a rule, slightly increased 
somewhat above the rate established after the 
administration of morphine. The: final level in 
each case is much the same. Rate and volume of 
the pulse is well sustained until the beginning of 
respiratory depression or when the blood pres- 
sure begins to decrease. 


Blood pressure may remain at the normal rest- 
ing level of the individual patient. Rising blood 
pressure during anesthesia can be attributed to 
excess of carbon dioxide, lack of oxygen, or res- 
piratory obstruction. 


Seevers, Meek, Rovenstine, and Stiles made elec- 
trocardiographic studies of the effect of high con- 
centrations of cyclopropane on dogs. Cardiac irreg- 
ularities appeared when respirations were about 
to cease. The average concentration of the gas at 
which the irregularities appeared was approxi- 
mately 50 per cent. These consisted of irregu- 
larities in nodal rhythm or ventricular extra sys- 
toles. Late effects were ventricular tachycardia 
and aricular and ventricular fibrillation. 


Kurtz, Bennett, and Shapiro made some very 
interesting observations from their electrocardio- 
graphic tracing taken during surgical anesthesia. 
They studied 109 patients in surgical anesthesia 
with the commonly used anesthetic agents and 
found that cardiac irregularities are far more com- 
mon than we have hertofore believed. Disturb- 
ances in rhythm constituted the most striking 
changes—sinus arrhythmias, extra systoles, with 
downward displacement of the pacemaker pre- 
dominating. Arrhythmias were much more fre- 
quent in abnormal hearts than in normal ones. 


Some irregularities may be seen with the lower 
concentration of cyclopropane. Seevers, Meek, 
Rovenstine, and Stiles were able to abolish these 
by the administration of atropine intravenously 
and concluded that they were probably vagal in 
origin or in some way favored by vagal tone. 


The irregularities occurring with high concen- 
trations of cyclopropane will usually disappear as 
artificial respiration is instituted or as the concen- 
tration is lowered by the addition of oxygen. 
These concentrations are, however, far above the 
anesthetic range. It is quite evident that these 
arrhythmias are not indicative of permanent car- 
diac damage since normal rhythm returns and 
remains so as the concentration of cyclopropane 
is diminished by the addition of oxygen. 


Bleeding Under Cyclopropane 


Surgeons remark that some patients under 
cyclopropane anesthesia bleed more than those 
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under deep ether or spinal anesthesia. This obser- 
vation perhaps is partly fallacious because of the 
bright color of the blood due to an excess of oxy- 
gen, but there probably is more of a tendency to 
capillary oozing than there is with ether. This is 
probably due to a vasomotor effect on the small 
arteries and arterioles. The oozing is more super- 
ficial than deep and usually will stop when the 
tissue is left undisturbed. Surgeons who are accus- 
tomed to cyclopropane anesthesia seldom complain 
of the bleeding. I have never known of the occur- 
rence of a hematoma or of postoperative bleeding 
directly attributable to cyclopropane. 


Clinical Uses 


Sise, and his associates sum up in a very few 
words the clinical uses for cyclopropane in the 
following statement: “The combination of quiet 
respiration, ease of induction, and potency, to- 
gether with an adequate oxygen supply, makes 
this anesthetic agent suitable in almost any situa- 
tion in which an inhalation anesthetic is required. 
These factors combined with a relatively low toxic- 
ity leave very few contraindications to its use.” 


Its advantages are most outstanding under the 
following conditions: 


1 When an excess of oxygen is of value— 


a—Thoracic surgery—These patients are 
usually debilitated and pulmonary damage 
has caused a decrease in their absorptive sur- 
face of the lung. 


b—Hyperthyroidism—tThe increased meta- 
bolic rate makes quite obvious the advantage 
of an anesthetic agent which insures an abun- 
dant supply of oxygen. 


c—Respiratory obstruction—An anesthetic 
agent which is sufficiently potent in low con- 
centrations and which at the same time 
carries with it a large supply of oxygen is of 
great value. 


d—Cardiac disease—Immediate lightening 
of the anesthesia from the third plane, when 
a change in the circulatory mechanism takes 
place, is possible. This factor, combined with 
the fact that you have an adequate oxygen 
supply, is of great value. 


e—Anemias—With an already decreased 
carrying capacity of oxygen by the blood, an 
anesthetic agent of low toxicity combined 
with high concentrations of oxygen adds to 
the comfort of the patient and facilitates the 
work of the surgeon. 


2 When intratracheal anesthesia is. necessary 
—The abduction of the vocal cords which 
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cyclopropane usually affords makes it a very 
valuable agent for the introduction of an 
intratracheal tube. 


As a supplement to basal anesthesias— 


Intentionally combined with spinal anesthe- 
sia or as a supplement to spinal anesthesia 
when it is inadequate— 


In obstetrics—This will give assurance of ade- 
quate oxygen to both mother and fetus. 


In abdominal surgery—The quiet respirations 
will facilitate exposure and thus be of great 
benefit to the operator. 


In combination with an abdominal block and 
other regional anesthesias— 


Postoperative Results 


In 1935 Waters and his associates in reporting 
on 4400 anesthesias, 2200 of which were with 
cyclopropane have shown by comparison that 
there occurred a considerably lower incidence of 
circulatory complication with cyclopropane anes- 
thesia than with ether or ethylene. The incidence 
of respiratory complications compares very favor- 
ably with results obtained following the use of 
other anesthetic agents. Frequency of occurrence 
is somewhat diminished but the mortality and 
morbidity associated with these complications has 
veen definitely reduced. Nausea and vomiting are 
observed less frequently following major surgical 
procedures but is slightly more marked following 
short and minor procedures. 


Summary 


Enough experimental work has been done with 
cyclopropane and it has been administered to a 
sufficiently large number of patients to prove that 
its benefits are great and that its dangers are 
few. On this basis it is believed that cyclopro- 
pane has been established as a valuable agent in 
the anesthetist’s armamentarium. 


The untoward effects of cyclopropane in high 
concentrations on respiration and circulation have 
been discussed. The following precautions will be 
of value in preventing their occurrence: 


1 The flow of gas should not exceed 500 cc. per 
minute and while the cyclopropane is flowing 
the flow of oxygen should be at twice that 
rate. 


When the cardiac rate drops below 70 beats 
per minute, discontinue the flow of cyclopro- 
pane and add oxygen. If relaxation is still 
inadequate, the addition of a small amount of 


ether will improve the situation. The same 
procedure should be followed when an irregu- 
larity of the pulse develops. 


Beware of marked rise in pulse rate and blood 
pressure. The reduction of the concentration 
of cyclopropane by the addition of oxygen 
will usually influence the return of the pulse 
and blood pressure toward a normal level in 
a short time. 
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ITHOUT the services of a purchasing 
WY sient it is, to say the least, difficult for 

a hospital to purchase its requirements 
to the best advantage. Yet it is possible, we be- 
lieve, in an institution of 150 beds or less to put 
this question of “Who gets the order?” on a rea- 
sonably sound basis, even when purchasing is all 
done directly by the superintendent. 


Dr. Warren P. Morrill, in his Hospital Manual 
of Operation, states that “any hospital of 100 
beds or more can use the services of a purchasing 
agent to advantage.”’ This is undoubtedly true 
in the large majority of institutions, yet there 
remain a number of hospitals which, for one rea- 
son or another, are simply not able to employ 
such an individual, and it is with such institu- 
tions that the present article deals. 


“Centralized Purchasing” 


Purchasing, of course, as has been said many 
times, should be centralized as much as is humanly 
possible. In the particular institution with which 
we are connected, purchasing is entirely in the 
hands of the director. It is not within the scope 
of this paper to discuss quality of merchandise 
purchased, for volumes could be written on this 
subject, but merely to describe a method by which 
the hospital may obtain material to good price 
advantage. 


Roughly, the method followed hinges on one 
single rule. No purchase (other than emergen- 
cies, of which more later) is made without at 
least three quotations from competing concerns. 
In the purchase of goods where competing prices 
are the same—for example, catgut—competitors 
are contacted at frequent intervals, and check is 
always made with the Hospital Bureau of Stand- 
ards and Supplies to see if by quantity buying a 
better price may be obtained. 


Cross-Indexing the Dealers 


We have found it of great advantage to keep 
a cross-indexed card file of dealers in various ar- 
ticles in common use—for example, household 
goods, paper goods, and the like—grading them 
as to both quality of merchandise and price. 
Competitive bids are then requested and if a cer- 
tain firm fails to get an order for a particular 
article three times in succession, that firm’s name 
is replaced by another on the bidding list. 


Issuance of a purchase order in triplicate is, of 
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course, essential in every purchase, no matter 
how small, and in all cases this order must be 
signed by the superintendent of the hospital. This 
order must describe the merchandise accurately, 
and show quantity, price, discounts, and delivery 
charges, if any. The original goes to the vendor 
and duplicate to the receiving clerk for checking 
against actual goods received. The triplicate then 
goes to the superintendent to check with the re- 
ceiving clerk’s report before approval of vendor’s 
invoice. 


Incomplete Order 


In the case of incomplete orders the receiving 
clerk is supplied with an “incomplete order” 
form which is sent up to the director’s office as 
soon as goods are received, as a memorandum to 
show exactly how much of the order is filled. The 
duplicate of the purchase order itself, however, 
is retained by the receiving clerk until the order 
is complete. 


It might be said of this system that its weak 
point is the responsibility it places on the receiv- 
ing clerk. This may be partially overcome by 
omitting the quantity figure on the clerk’s copy 
of the order, and requiring him to merely fill in 
the amount actually received. 


Cost File 


For intelligent buying, we believe a cost file to 
be an invaluable aid. This consists of 4 x 6-inch 
cards, filed alphabetically, with the name of the 
article as the heading. 


This record, after a fairly short time, will give 
an index as to quantities to be purchased, as well 
as a check on prices paid previously. We are 
planning, in the near future, to add one more 
column to this card, giving the length of time in 
days between issuance and completion of the 
order, so that we can more accurately establish 
our “stock limit,” or, in other words, the smallest 
quantity we may safely have on hand before re- 
ordering. 


Now, obviously, there are certain purchases 
made daily, or very frequently, where repeated 
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competitive bidding would be absurd. The insti- 
tution’s daily supply of milk is a good example. 
Here any increase in price would be immediately 
noted on the cost file card and investigated. But, 
even if there is no change in price, we believe 
that it is a good plan to check with other con- 
sumers, when possible, and to check for quality 
and price with more than one dairy at not too 
infrequent intervals. 


Contract Buying 


Contract buying is frequently to the advantage 
of the purchaser, and in those contracts where 
the purchaser is assured he will be given advan- 
tage of any decrease in general market price, 
may be a real boon. But the principle of obtain- 
ing competitive prices still remains and should be 
applied before a contract is signed. 


There are exceptions to all rules, of course, 
and the exception in our institution to the rule 
of centralized buying is that the purchase of per- 
ishable food is delegated to the dietitian. The 
same principle of competitive prices is still ap- 
plied, however. The dietitian lists her require- 
ments for the day and three competing quota- 
tions are obtained. She, of course, must weigh 
quality against price, but.as these purchases are 
reviewed frequently, she must have good and 
sufficient reason for paying 18 cents for beef 
when a competing concern quotes 16 cents. 


Emergency Purchases 


With regard to emergencies, it would seem 
that the number of emergencies is in exactly in- 
verse ratio to the efficiency of the buyer. How- 
ever, since there are few individuals who are a 
full one hundred per cent efficient, emergency 
orders still occur. In a hospital located in an 
urban community no particular problem presents 
itself, for competitive prices can easily be ob- 
tained over the telephone, but in rural areas one 
must depend more on one single reliable source 
of supply and this preferably should be one with 
which the institution has done a_ reasonable 
amount of satisfactory business in the past. Then, 
if after the emergency order is placed, the price 


demanded seems out of line, the threat of loss of 
the institution’s business gives the buyer a fairly 
good weapon of defense. 


Quantity Buying 


Now a word as to quantity buying. Knowing, 
for example, that 10,000 yards of gauze may be 
purchased at a lower price per bolt than 1,000, 
it is, of course, a temptation to buy the largest 
amount possible. But the logical quantity to 
order is also dependent upon available storage 
space, durability of goods, and stability or insta- 
bility of the market price. Many concerns sell- 
ing hospitals realize this, and are willing to sell 
“future” orders to the institution, through a con- 
tract which protects the buyer in the event of a 
drop in general market price, thus giving the ad- 
vantage of large quantity prices to small quantity 
consumers. This type of contract buying occa- 
sionally seems very attractive to the consumer, 
but has the one disadvantage of keeping the buyer 
more or less at the mercy of the seller. This was 
brought home to us rather forcibly some time 
ago, shortly after a contract had been signed by 
us with a vendor for a certain commodity. The 
contract was for a year’s duration, and had the 
usual clause protecting the buyer in case of a 
general fall in market price. A competitor, who 
had previously quoted an equal price, then quoted 
a price 10 cents per unit lower than our contract, 
and we requested such a reduction in our ven- 
dor’s price, only to be told that there was no 
“general” reduction in price, since the competing 
firm was manufacturing in a different part of 
the country, where different “general” prices pre- 
vailed. Needless to say, the contract was not 
renewed in spite of the fact that our vendor even- 
tually met his competitor’s price. 

In summary, therefore, we believe that buying 
should be the responsibility of one single indi- 
vidual, and that this can be done reasonably well 
by the superintendent in the small hospital, pro- 
viding competitive prices are always obtained and 
checked against actual invoices. And we further- 
more believe that cooperative buying, where prac- 
tical, is a great institutional money saver. 





Diploma of Nursing and B.S. Through Combined Curriculum 


The Baptist Hospital and the Alabama Poly- 
technic Institute of Birmingham, Alabama, have 
arranged for a combined curriculum leading to 
the conferring of the degree of B.S. and Diploma 
of Nursing. The course will cover five years’ 
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study. It is the first combined course that has 
been instituted in the state of Alabama. 

The director of nursing study is E. Laura Loh- 
man, R.N., M.A., Director, School of Nursing, The 
Baptist Hospital, Birmingham, Alabama. 


HOSPITALS 





Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
N to the litigation. 


Recent Decisions 
Whether Defendant a Charitable Hospital 


Silva v. Providence Hospital of Oakland, 87 P. 
2d 374, (California). 


This was an action for personal injuries, re- 
ceived by the plaintiff when she fell out of a bed 
in defendant hospital. A judgment in favor of 
the plaintiff was affirmed on this appeal. 


The evidence was that plaintiff was past sev- 
enty years, and that she was a ward patient at 
the hospital’s regular rate of four dollars a day. 
It was also shown that defendant had been in- 
structed, by the attending physician, to place a 
side board upon the bed. This instruction was 
consequent to a fall by the patient from her bed. 
Upon the second fall, in the absence of side boards, 
plaintiff suffered a fractured hip. 


Defendant urged the fact of its general char- 
itable purposes as a defense, contending that it 
was exempt from liability for the negligence of 
its servants. Said the court: 


“California has declared that where one 
accepts the benefit of a public or of a private 
charity, he exempts by implied contract the 
benefactors from (implied) liability for the 
negligence of the servants in administering 
the charity .. . The purpose of the corpora- 
tion, and its manner of operating, determine 
its charitable character . . . The burden of 
proof that the institution is not operated for 
profit, but has all the distinctive earmarks 
and is in fact a charitable corporation, is 
upon the party alleging the affirmative de- 
fense.” 


Upon the issue whether defendant was a char- 
itable corporation evidence was given to the ef- 
fect that defendant accepted charity and semi- 
charity cases, and that its source of income was 
from paying patients. In discussing the rule of 
exemption and its application the court said: 


“The reason for the exemption rule in cases 
of this classification is public policy. If the 
organization and the method of operation are 
strictly nonprofitable, and the fundamental 
purpose is charity, the public is best served 
by the rule that the proceeds from donations 
and trust funds that aim to aid the sick and 
afflicted who would be unable otherwise to 
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taining “Legal Decisions of Interest to Hos- 
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reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 





it is reported. 





“obtain the advanced scientific care and treat- 


ment, is distinctly an expedient for the bet- 
terment of the welfare of the public. In a 
case where a charitable hospital is opc ‘ated 
at a loss, and the deficit is met by resort to 
the proceeds of trust funds and donations, 
the law, in the interest of protecting the 
many against the few, assumes that entry 
into such an institution is a waiver by the pa- 
tient of rights for damages resulting from in- 
juries occurring from the negligence of its 
servants where due care has been used in 
the selection of the servants. If the hospital 
is not dependent upon gifts, etc., for its usual 
upkeep, the waiver does not apply unless the 
patient is the recipient of charitable benefits, 
in which instance it would be against sound 
morals to sue the benefactor. There is a dis- 
tinction between torts of charitable institu- 
tions committed in the direct administration 
of the charity, and torts committed in deriv- 
ing funds wherewith to operate the charity. 
In the latter instance the hospital corpora- 
tion is liable.” 


“It is true that profits may not always be 
measured by an excess of receipts over dis- 
bursements, but if it appears that the excess 
can reasonably take care of interest on cap- 
ital invested, and ordinary depreciation, and 
still a substantial fund remains, it is imma- 
terial whether the fund is appropriated by 
the institution for further improvements, 
outside investments, dividends, or is set aside 
for charity. In this case the corporation 
hospital is a good business enterprise. The 
articles of incorporation provide that ‘Pe- 
cuniary profit is not and never shall be the 
object of this corporation,’ but in the para- 
graph outlining the purpose of the corpora- 
tion, no mention is made of charity . . . The 
primary purpose of the organization was 
profit. From that profit, charity was dis- 
pensed. The charity was dependent upon 
and sufficiently distinct to indicate that first 
in importance was profit.” 





Finally, of the status and relation of the patient 
to the defendant hospital the court said: : 
“The evidence shows that when plaintiff 
was admitted to the hospital she was igno- 
rant of any claim that it was exempt for its 
negligence upon the theory that it was a char- 
itable institution. Plaintiff was charged full 
rates for care, pharmaceutical supplies, and 
all services rendered. Except in this one 
instance of negligence, she received so far as 
the record discloses all the advantages and 
all the benefits given to any patient who 
might have paid full rates in any hospital not 
claiming charitable exemption. There was 
no conduct manifested by plaintiff that she 
understood she would be without redress if 
injuries occurred due to negligence of em- 
ployees of the hospital . . . Considering all of 
the facts of the case there does not appear to 
be any justification for exempting the de- 
fendant from the liability incurred by other 
hospitals conducted for profit.” 


—_ 
Whether Hospital Lien Depends on Settlement 
of Action Against Tort Feasor 


Buchanan et al. v. Beirne Lumber Co., 124 S.W. 
2d 813, (Arkansas). 

One Henley sued the company for personal in- 
juries, and Dr. Buchanan and a nurse intervened 
under the Arkansas lien law to secure their 
charges for services. The cause was tried and 
the court directed a verdict in favor of defendant. 
The action of the trial court was reversed and 
the cause was remanded. 


Henley had been a patient for some time, and 
had incurred considerable expenses. He sued de- 
fendant for personal injuries suffered while driv- 
ing one of its trucks. Defendant settled the case 
for $4,000, and when the interveners learned of 
this, they moved to set aside the settlement and 
to try the case on its merits. They had complied 
with the law in serving notices of their lien upon 
all parties entitled to notice. 

The defense raised against assertion of the 
lien was that the lieners had not shown that de- 
fendants were “tort feasors” under the Arkansas 
statute. Section 2 of that Act relating to liens 
provides: 

“On compliance with the requirements of 
this Act, a practitioner, a nurse, and a hos- 
pital and each of them shall have a lien, (a) 
for the value of services rendered by them 
to a patient ‘for the relief and care of an in- 
jury suffered through the fault or neglect 
of someone other than the patient,’ ‘(b) on 
any claim, right of action, and money to 
which the patient is entitled because of that 


injury, and to costs and attorney’s fees in- 
curred in enforcing that lien.’ ” 


Section 5 of the Act reads: 


“A tort feasor and an insurer, and each 
of them, who has been notified, as authorized 
by this act, of a claim of lien against any 
claim or right of action that a patient has 
against such tort feasor or insurer by reason 
of an injury caused by the fault or neglect 
of a tort feasor, shall not, within sixty (60) 
days after the service of such notice, nor at 
any time after a copy of that notice has been 
recorded in the office of the clerk of the Cir- 
cuit Court of the county in which the pro- 
fessional, nursing, or hospital service was 
rendered, pay to the patient, either directly 
or indirectly, any money or anything of value 
in settlement or part settlement of the pa- 
tient’s claim or right of action, without hav- 
ing previously 

(a) paid to the practitioner, nurse, or hos- 
pital that gave notice of such claim of lien, 
the amount claimed under it; or 

(b) received a written release of the claim 
of lien from the practitioner, nurse, or hos- 
pital that gave notice of it, except as other- 
wise authorized by this act.” 


In giving construction to the act, the court 
made this comment: 


“We think the court misconstrued this act 
when it required appellants to assume the 
burden of proving a case of liability against 
appellees, after a settlement had been made, 
or at all... But by compromising and paying 
$4,000 to Henley, it admitted in substance 
and effect that it was in the wrong, was a 
‘tort feasor,’ and cannot now be heard to say 
to the contrary, even though it took a release 
absolving it from blame... 

“. . . The remedial object of the statute 
was to prevent the very thing that has oc- 
curred in this case. It was enacted for the 
very humane purpose of encouraging physi- 
cians, hospitals and nurses to extend their 
services and facilities to indigent persons 
who suffer personal injuries through the neg- 
ligence of another, by providing the best se- 
curity available to assure compensation for 
services and facilities. As we view it, there 
is no burden placed on industry, nor does it 
tend to discourage settlements. The alleged 
‘tort feasor’ may defend the action in the 
courts. If there is no liability to the plaintiff, 
the lien claimant loses his claim for services. 
If the case is compromised, all the ‘tort 
feasor’ has to do is either to pay the lien 
claimant, or get a written release of the lien 
claim from him.” 
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The construction given the statute in question 
should confirm its effectiveness in providing a 
means of collecting for medical and hospital serv- 
ices in cases of this kind. Such a construction 
will tend to discourage practices of the kind seen 
here, and will provide protection to those who 
have claims for services rendered to persons in- 
jured by reason of another’s negligence. 


—_———_——_ 
Whether Lien of Hospital Properly Perfected 


Melichar v. Michelson—A pplication of Society 
of New York Hospital, 9 N.Y.S. 2d 1916, (New 
York). 


The Society of the New York Hospital sought 
in the principal action by Melichar against Mich- 
elson, to obtain an order permitting it to file its 
lien. The lower court entered an order discharg- 
ing all parties from the lien and the hospital ap- 
pealed, the Supreme Court, Appellate Division, 
affirming the order of the lower court. 


A majority of the appellate court affirmed the 
action of the lower court, without, however, ren- 
dering an opinion. The opinion of the two dis- 
senting justices is quoted here to show that the 
construction given by them to the lien law is prob- 
ably more in keeping with the spirit of the law 
than is the decision of the majority. The minor- 
ity opinion reads in part: 


“Section 189 makes a clear distinction be- 
tween the preliminary notice of lien which is 
here in question. With regard to the first, 
the statute expressly provides that no ‘such 
lien shall be effective’ unless written notice 
shall be filed in the county clerk’s office ‘prior 
to the payment of any moneys to such in- 
jured person... .’ Concededly, this basic no- 
tice of lien was duly filed by the appellant 
Hospital on February 5, 1938, within the 
express limitation of the language of the 
statute long prior to the payment of any 
moneys to the injured person, which did not 
occur until July 18, 1938. It was not until 
the day after this payment that the attor- 
ney for the injured person moved to vacate 
the lien solely on the ground that the addi- 
tional notice was filed seven instead of five 
days after the patient’s discharge from the 
Hospital on January 29, 1938. The above 
language providing that the lien shall not be 
effective is not repeated in respect to the ad- 
ditional notice of lien. With regard to this, 
the statute merely says that any hospital 
claiming a lien shall ‘in addition to the fore- 
going, file in said county clerk’s office within 
five days of the discharge of any injured per- 
son, and additional notice of lien, duly veri- 
fied, which shall show the total hospital 
charges which have accrued and no lien here- 
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under shall exceed this amount.’ To construe 
this language to mean that the lien shall not 
be effective unless the additional notice is 
field within five days is to read an inconsist- 
ency into the statute itself which directly 
above in the same paragraph expressly pro- 
vides when the lien shall not be effective, to 
wit, only when it is not filed ‘prior to the pay- 
ment of any moneys to such injured per- 
son.’ ” 


The liberal view of the statute taken by the 
dissenting justices is a step toward meeting the 
result to be obtained by the legislation. A highly 
technical construction of these lien laws will, in 
most cases, tend not only to confusion, but will 
tend to destroy their effectiveness. In this case, 
the hospital had proved that it complied substan- 
tially with the provisions of the law. To say, 
then, that because it was two days late in filing 
a secondary notice of lien, after notice had been 
served on the parties litigant, its lien should be 
destroyed, is to give a construction which is not 
required by the statute. To hold the hospital 
entitled to its lien would have done no violence 
to the provisions of the law, and would have given 
effect to the fundamental aim of the law. 

shascidiibthdieat 
Whether Charity Liable to Person Not a 
Beneficiary 


Andrews v. Young Men’s Christian Ass’n of 
Des Moines, 284 N.W. 186, (Jowa). 


This was an action for personal injuries, re- 
sulting in death, by the widow of a carpenter 
employed by the Federal Works Progress Admin- 
istration, who, at the time of the injury, was 
working on an elevator shaft in defendant’s 
premises. A judgment in favor of the plaintiff 
was affirmed. 


Defendant is a charitable corporation and of 
course, pleaded that fact as an answer to the 
action of the plaintiff. It was in evidence that 
at the time of the injury deceased was not em- 
ployed by the defendant. Thus, at the instant of 
the injury, deceased was a stranger to the benefits 
of the charity dispensed by defendant. 


While the decision deals with an institution 
which is not in the field of hospitals, its import 
is such that it is of real interest to hospitals, for 
had the defendant been a charitable hospital the 
rules of liability would have been applicable alike 
to the hospital. 


Justice Bliss, of the Supreme Court of Iowa, 
in a very able opinion, considers substantially all 
of the leading cases involving not only institutions 
of defendant’s classification, but also charitable 
hospitals. His opinion is, in effect, a complete 
exposition of the law applicable to charitable in- 
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stitutions in situations arising out of the negli- 
gence of an agent, servant, or employee. All of 
the theories exempting charitable institutions 
from the consequences of their negligence are 
discussed, and the learned judge expressed his 
opinion that, of them all, the exemption of char- 
itable institutions upon the ground of public pol- 
icy is the most acceptable. Justice Bliss said: 


“The various doctrines which have been ad- 
vocated in support of the immunity which we 
are considering, other than the public policy 
theory, have little of inherent or real merit 
to commend them. They are but legal fic- 
tions which the courts have announced to 
make effective an immunity which they have 
conceived to be a demand of sound public 
policy. 

“Courts should be guided by sound com- 
mon sense, sound principles of law, and jus- 
tice. But whether we follow such guide in 
this case, or that of public policy, we arrive 
at the same conclusion, and that is that the 
immunity claimed should be denied the ap- 
pellant. Any other conclusion would be 
wrong and consequently a bad precedent.” 
Again it was said: 


“Under our conception of the law and the 
facts in this case, and under the many au- 
thorities upholding the contention of the ap- 


pellee, it is not necessary that we determine 
whether the deceased was a stranger to the 
appellant, or its invitee or its employee, be- 
cause in any of these relations it would be 
liable to him for its negligence. The jury 
has found that it was negligent and we find 
that the evidence supports such finding.” 


This decision adds new learning to the law of 
Iowa, for the question presented on this appeal 
was novel, the Supreme Court never having 
passed upon the question whether a charitable 
institution would be liable to one who was in no 
sense a beneficiary of its charitable aims and 
purposes. 


It is of interest to note that the Iowa Hospital 
Association was active in following the result of 
this appeal. Justice Bliss acknowledged its par- 
ticipation by this language: 


“The able and diligent lawyers on each side 
have been very helpful in the citation of nu- 
merous authorities and in the presentation 
of their contentions. We have also found an 
avowed friend of the court in the Iowa Hos- 
pital Association, who has favored us with 
a brief and argument in support of the appel- 
ant. We appreciate the friendship and the aid. 
This brief and argument is subscribed by-one 
hundred and four hospitals in Iowa. Just 


how many of them operate.for charity and 

how many for a profit to themselves is not 

disclosed. Only the former are eligible to 
the immunity claimed by the appellant.” 

Thus, Iowa aligns itself with other states the 
courts of which have held that insofar as a 
stranger is concerned, the charitable institution 
will be held liable for negligence. 


—_—_~————— 
Liability of Sanitarium for Death of Patient 


Arlington Heights Sanitarium v. Deaderick, 
et al., 272 S. W. 497 (Texas). 

This action was instituted to recover damages 
for the negligent act of defendant in permitting a 
patient to escape, resulting in his death. The 
Court of Civil Appeals affirmed a judgment in 
favor of the plaintiff. 


It appeared that deceased had been accepted for 
treatment as a mental case, and that he was in- 
capable of caring for or protecting himself. Sim- 
ilarly, it was shown that deceased’s condition was 
known to the employees of defendant. Evidence 
was also given to the effect that deceased’s room 
was not locked, and that he was not under super- 
vision at the time when he wandered from the 
building. 

In commenting upon defendant’s negligence the 
court said: 


“The jury was justified in finding that ap- 
pellant was negligent in permitting his 
escape, and in not discovering and returning 
him to the sanitarium before he was killed 
on the railroad tracks. 


“.. . When a patient is placed in a sani- 
tarium, suffering with mental trouble, it is 
the duty of the officers and employes to use 
ordinary care in watching, caring for, and 
treating him, and such duty is not performed 
if the patient is negligently permitted to 
escape, and the guilty party will be liable for 
all damages proximately arising from such 
negligence. . . . 

“The fatal injury to the patient was one 
that might reasonably be anticipated from 
permitting a crazy man to roam about a city 
for 12 hours. The causal connection between 
the negligence in permitting the demented 
man to leave the sanitarium and his death 
in the railroad yards was not broken by the 
death of the patient from being run over by 
a railroad car. The deceased was responsible 
and appellant knew that fact and knew that 
he was incapable of protecting himself from 
danger, and yet in the face of that fact he 
was not only permitted to escape, but to 
remain at large for about 12 hours without 
ordinary care being used to discover and re- 
capture him.” 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service 


New Briefs from Different Plans 


Group Hospital Service, Inc., of St. Louis has 
moved its headquarters to new and larger quar- 
ters at 3697 Olive Street. This is their third 
move since inauguration of service on May 1, 
1936, during which time they have expanded to 
employ 25 employees and to cover the entire state 
through six branch offices and an affiliated plan 
in Kansas City. 


* * * 


Eighty-seven per cent of the employees of the 
Duluth Superior Transit Company have enrolled 
in the Minnesota Hospital Service Association, 
even though they have a company-operated bene- 
fit association which pays hospital and doctor bills, 
in cases of hospital surgical treatment, fully for 
employees and 50 per cent for dependents. The 
company plan costs the employee $1.25 a month 
with the company matching each subscription 
with $1.25. Reasons for these employees enrolling 
in Minnesota Hospital Service Association also 
are because they want to become identified with 
a community-wide plan, they want coverage for 
more than surgical illnesses, and they want to 
continue protection if they leave their present 
employ: 

* * * 


Up to April 29, 62 hospitals in the state of 
Michigan, out of 109 eligible ones, had signed 
contracts with the Michigan Society for Group 
Hospitalization. Enrollment for the first six weeks 


was 8,000 subscribers. 
* * * 


An analysis of its first 21,000 members, by the 
Hospital Service Association of Summit County, 
Akron, Ohio, revealed that 13 per cent were de- 
partment store and retail employees, 10 per cent 
board of education employees, 10 per cent factory 
workers and 8 per cent hospital employees. 

* * * 

F. A. Deniston has been appointed acting Di- 
rector of Plan for Hospital Care, Chicago, suc- 
ceeding Perry Addelman, director of the plan 
since January, 1937. 


Plan for Hospital Care on May 1, abandoned 
the enrollment of sponsored subscribers—father, 
mother, sister, brother, children over nineteen, 
other relatives living in the household and house- 
hold employees of the subscriber. Reason for 
abandoning this practice was the high cost of en- 
rollment of these members and fear that these 
sponsored subscribers would be poor risks since 
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the employed subscriber probably enrolled of his 
relatives the persons most likely to require hos- 


pitalization. 
* % K 


About 75 per cent of their monthly average 
enrollment of 10,000 new members in the Cleve- 
land Hospital Service Association is due to their 
continuous re-solicitation of old accounts which 
are opened every 6 months for the addition of 


subscribers from the group. 
* * * 


Group Hospital Service of Delaware reports 
a bill before their legislature to provide for pay- 
roll deduction for all Delaware state employees 
who are members of their plan. The State Budget 
Committee has asked Group Hospital Service of 
Delaware to consider the acceptance of inmates 
of certain state institutions as members of their 
plan, dues to be paid by regular state appropria- 
tion. The plan has agreed to this. 


* * * 


The Associated Hospital Service of Philadel- 
phia marked the end of its first six months of 
operation on May 7, with an enrollment of 115,- 
000 persons. To ascertain the direct value of 
membership in the plan to subscribers hospital- 
ized, questionnaires were sent to the first 1,000 
patients and answers which indicate a high de- 
gree of satisfaction for service given have been 
received from 385. It is significant that 122 of 
those questioned said they would have used ward 
facilities if their Associated Hospital Service con- 
tract had not provided them semi-private facil- 
ities. 

Meetings 


At the New Jersey Hospital Association meet- 
ings in Atlantic City, there will be a one-hour 
presentation of group hospitalization on June 9. 
J. A. Durgom will speak on “Enrollment Pro- 
cedure’; C. R. Burnett will speak on “Technical 
Complications,” and C. Rufus Rorem on “Future 
Prospects.” In connection with this assembly, 
executive directors of all the eastern and sea- 
board plans have been invited to a regional meet- 
ing at the Hotel Dennis, Atlantic City, June 10, 
to discuss current problems of hospital service 
plans. 

* * * 

The Tri-State Hospital Assembly (Wisconsin, 
Indiana, Illinois and hereafter Michigan) elected 
Louis Degenhardt of Alton, Illinois, chairman, 
and Benjamin Green of Chicago, secretary of a 
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permanent Four-State Conference of Not-for- 
Profit hospital service plans. 
* * * 


Tuesday evening, May 2, at dinner in the 
Stevens Hotel, the following people met with C. 
Rufus Rorem and Maurice J. Norby to discuss 
common problems: Paul Bourscheidt, Peoria; W. 
N. Armstrong, Rockford; Ray McCarthy and W. 
R. McBee, St. Louis; Thomas Graham, Danville; 
Donald Murphy, Decatur; F. A. Deniston, John 
Kennan, and Benjamin Green, Chicago; John R. 
Mannix, Detroit; Earl Sweet, Kansas City; Louis 
Degenhardt, Alton; and Joseph G. Norby, Mil- 
waukee. 

* * * 

Abraham Oseroff was elected president of the 
Pennsylvania Hospital Association at its annual 
meeting on April 28. 

* * * 

At the Mid-West Hospital Association meeting 
in Hot Springs, April 21, W. S. McNary discussed 
the Denver plan, and Ray McCarthy the St. Louis 
plan of group hospitalization. 

* * * 


W. B. Lange of Abington, Pennsylvania, pre- 
sented a paper on Group Hospitalization at the 
Hospital Association of Pennsylvania, Friday, 
April 28. 


Expansions 


Hospitals which have recently become partici- 
pating members of approved hospital service 
plans are as follows: 


Coudersport General Hospital, Coudersport, 
Pennsylvania, and the Connellsville State Hos- 
pital in the Hospital Service Association of Pitts- 
burgh. 


Alice Hyde Memorial Hospital, Malone, New 
York, Saranac Lake General Hospital, Mercy 
General Hospital of Tupper Lake, and Lake Placid 
Hospital, Lake Placid, New York, in Hospital 
Plan, Inc., Utica, New York. 


Landis Hospital, Grass Valley, California, 
Reedley Hospital, Reedley, and Clovis Sanitarium, 
Clovis, in the Intercoast Hospitalization Insur- 
ance Association. 


Moses-Ludington Hospital, Ticonderoga, New 
York, in Associated Hospital Service of Capital 
District, Albany, New York. 


St. Mary’s Maternity Hospital, Buffalo, New 
York, in the Hospital Service Corporation of 
Western New York. 


St. Mary’s Hospital and Washoe General Hos- 
pital, Reno, Nevada, and Handley Hospital, Fal- 
lon, Nevada, are the first hospitals to participate 
in Intercoast Hospitalization Insurance Associa- 
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tion which has received authorization from the 
State Insurance Commissioner to operate in 
Nevada and has been endorsed by the Nevada 
State Medical Association. 

* * * 


Hospital Service Corporation of Western New 
York will enroll employed groups of less than 12 
with the following requisite majority: at least 9 
out of 11 or 12 total employees; 7 out of 9 or 
10; 6 out of 7 or 8; 5 out of 6; 4 out of 5; 3 out 
of 4; 2 out of 2 or 3. 


* o * 


By authorization of the State Corporation Com- 
mission, Securities Division, the Richmond Hos- 
pital Service Association on April 14, took over 
the operation of the service plan of the Grace Hos- 
pital of Richmond. Grace Hospital became a par- 
ticipating member hospital of the Association and 
its subscribers are being given opportunity to 
transfer to the city-wide plan. This should in- 
crease enrollment by about 27,000 persons. The 
Grace Hospital contract holders will be entitled 
to full coverage without enrollment fee or other 
enrollment requirements and will be entitled to 
days accumulated as of their anniversary date 
under the Grace Hospital Contract and maternity 
coverage as of June first provided they have had 
their contract with Grace for as many as ten 
months. 


At the same time the Richmond Hospital Serv- 
ice Association is increasing benefits under its 
contract to become effective immediately. These 
increased benefits include: 


All dressings including casts 

All medications including special prescrip- 
tions, biologicals, ampules, sera and oxygen 

Tuberculosis to be covered when admitted to 
the General Hospital service as expressed 
by current service of participating hos- 
pitals except for rest cures 

Nervous and mental disorders to be covered 
when admitted to the General Hospital 
service except for observation or rest cures 

Contagious quarantinable diseases to be cov- 
ered when admitted to the General Hos- 
pital 

No age limit for employed subscribers 

Enrollment of sponsored subscribers (rela- 
tives) and domestic servants 

Permission to continue contract on direct 
payment basis if subscriber leaves place of 
employment. 


Miscellaneous News 


In Kansas City, 39 insurance companies or 
agencies have enrolled their employees in Group 
Hospital Service. 
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The Missouri State Medical Association at the 
annual meeting of its House of Delegates, April 
12, 1939, voted against the establishment of a 
state-wide group medical service, similar to their 
group hospitalization plan, at this time, but com- 
mended the Medical Economics Committee for 
their attempts to work out a plan and advised 
them to continue their studies and findings. 


% * * 


From the Better Business Bureau publication 
“Facts,” April 5, 1939, “Information has been 
supplied to the Post Office Department which is 
investigating the activities of The American Hos- 
pital Service Association who were recently 
locked out of their offices in the Ninth-Chester 
Building (Cleveland) by the management. This 
association’s sole servicing hospital was the Euclid 
Hospital, 3618 Euclid Avenue, whose premises 
now display an appropriate tombstone entitled 
‘For Rent.’ ” 


A news release from Cleveland dated April 19 
indicated that an investigation was being made 
of the operations of this company for fraudu- 
lent selling of hospital protection. Needless to 
say, this organization has no connection whatever 
with the American Hospital Association. 


% * *% 


Since 1927 the Goodyear Relief Association, 
Akron, Ohio, has provided hospitalization bene- 
fits to its employees on a voluntary enrollment 
basis. Effective March 1, 1939, dependent cov- 
erage has been added to include wives (or hus- 
bands) and children of employees. Benefits are 
of two types; paying 60 cents a month for each 
adult dependent and 40 cents a month for all 
children as a group, an employee will protect his 
family to an extent of $5.00 per day each full day 
of hospitalization in a general medical hospital 
for 21 days in any year. Rates of 75 cents monthly 
for each adult dependent and 50 cents for all chil- 
dred will provide benefits of $6.00 per day for 
21 days in the year. These rates are available 
only to members of the Relief Association and 
are in addition to his own subscription rate of 
90 cents per month for hospitalization and time- 
loss benefits. 


In Print 


The St. Louis Post Dispatch for May 2, 1939, 
printed an editorial entitled “Paths to Health 
Security,” which said in part: 


“Definite community benefits have resulted 
from the workings of the cooperative hospital 
plan now operating in St. Louis. Superin- 
tendent Walter Grolton attributes the de- 
crease in the number of patients at City Hos- 
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pital to the fact that many persons otherwise 
unable to pay for care now find it possible to 
do so through the Group Hospital Service.” 


* * * 


Volume 1, Number 2, of the Hospital Service 
Bulletin, published by the Insurance Association 
of Approved Hospitals, April, 1939, leads off with 
announcement of complete health service to its 
member subscribers through the California Phy- 
sicians’ Service within a few weeks. Forty-one 
hospitals and 23,000 members in the Bay Region 
are participating in the Insurance Association of 
Approved Hospitals. 


* * % 


Volume 1, Number 1, of the Group Hospital 
Service News of Kansas City, Missouri, made its 
appearance on May 1, 1939. 


Rural Enrollment 


During the next twelve months the nine New 
York plans will be working on rural enrollment 
through the New York State Grange. A letter 
addressed to “The Farm People of New York 
State,” signed by H. M. Stanley of the Grange 
and dated April 10, gives the findings of the meet- 
ings of the State Joint Hospital Service Commit- 
tee and recommends that rural organization co- 
operate in enrolling their members in the non- 
profit hospital service plans. An article signed 
by Mr. Stanley also appeared in the April issue 
of the Grange Monthly and has stimulated inter- 
est in hospital service plans. All inquiries will 
be referred to the plan serving the area from 
which the inquiry originates. 


Mr. Stanley’s letter is being reproduced on a 
special folder of Group Hospital Service of Syra- 
cuse to be distributed in rural areas, and W. W. 
Seymour who served on the rural enrollment com- 
mittee has sent duplicate signed originals of Mr. 
Stanley’s letter to the eight other plans in the 
state for such use as they wish to make of them. 
It is his belief that competitive inroads in urban 
centers can be substantially offset by increased 
membership in the rural field, since cash indem- 
nity companies will not be able to secure “the 
cooperative influence” essential in rural enroll- 
ment. 


Meanwhile, Hospital Service Corporation of 
Western New York is attempting to determine 
practical methods of enrolling people in small 
rural communities who are not affiliated with any 
farm organization. They have picked two com- 
munities, Ellicottville, in Cattaraugus County and 
Medina, in Orleans County, widely different in 
nature, and are attempting the experiment in 
Ellicottville first. 
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A great deal of interest was demonstrated in 
Ellicottville, according to Carl Metzger, execu- 
tive director of the plan, and a committee of pub- 
lic spirited citizens was appointed to contact the 
plan and see what might be done. Ellicottville 
is a community of about three hundred families. 
There is only one industry in the town which 
employs more than fifteen persons. The local 
newspaper publisher, two local clergymen, vet- 
erinary, banker and one of the doctors constitute 
the committee for promotional purposes. A gen- 
eral community meeting was held in the town 
hall, explaining the plan and answering questions. 
A minimum quota of one hundred families was 
set in order to put the plan into effect. A cam- 
paign on enrollment is to last for a three weeks’ 
period. Application will be accepted by the com- 
mittee with the first payment on a quarterly basis. 
After the original enrollment closes, no more ap- 
plications will be taken in that community for a 
period of six months. 


The State Insurance Department has given the 
plan permission to increase regular premium 
charges at 10 cents per billing period to cover the 
cost of individual billings, which will be set up 
on the tabulating machines. Two weeks in ad- 
vance of the due date, the second quarter indi- 
vidual bills will be sent out. The Ellicottville 
members will have the privilege, through an ar- 
rangement with the bank of Ellicottville, to make 
payment on their account direct to the bank, 
thus avoiding postal money orders. In taking the 
remittance notice the bank will receipt it as paid, 
the subscriber will make out a deposit slip in 
duplicate in the name of the corporation, show- 
ing his own name and contract number on both 
slips. The bank will retain one copy for their 
records and forward the other copies to the plan 
daily, which will give the latter control of the 
money in transit. 


Since the plan agreed to leave a minimum free 
balance of $1,000 on deposit without interest, 
the bank is making no charge for this service. 
On the first day of enrollment, twenty-five fam- 
ilies signed up. 


Additional information from Virginia Liebeler, 
rural director of the Minnesota Hospital Service 
Association, gives a picture of their enrollment 
of the residents of Stillwater (population 7135) 
and Bayport (population 1250). 


“Here are some points that the public at large 
developing rural communities might be inter- 
ested in: Instead of taking the butchers and gro- 
cers as individual firms, we took them all in one 
large unit through the Butchers’ and Grocers’ 
Association. Each store manager collects from 
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his employees and turns payments in to the 
Butchers’ and Grocers’ Association secretary who 
acts as our group leader. He, therefore, is the 
only one whom we bill and our billing costs, of 
course, are cut considerably. These people pay 
on a quarterly basis. In this way, about 20 to 
25 small groups are enrolled in one fair-sized 
organization. 


“Similarly, the Stillwater Association, which 
corresponds to the Chamber of Commerce in 
many towns, acts as group leader for small firms 
where one or two individuals are employed. The 
Stillwater. Association secretary acts as group 
leader and collects from some 58 firms on a quar- 
terly, semi-annual, or annual basis at a conse- 
quent small cost to us. 


“The farm groups have joined through two of 
the banks—the bank making deductions from the 
bank accounts or collecting on a quarterly basis. 
Farm groups have come in slowly except on farms 
where we organized farm employees as a farm 
unit. They have signed well. 


“According to the last authentic figures given 
me by the Stillwater Association secretary, be- 
tween 50 per cent and 60 per cent of the resi- 
dents in both Stillwater and Bayport communi- 
ties actually enrolled with Stillwater units under 
the MHSA, either as members or dependents. 
Considering that about 600 persons of Stillwater 
and Bayport are employed in the Twin Cities 
and are not eligible to join with any Stillwater 
groups, you will see that the percentage there is 
high, as many of these people are actually mem- 
bers with Twin City firms. I wish I could get 
an accurate check of this number, but I think that 
between 70 per cent and 80 per cent of Stillwater 
and Bayport residents are now actually protected 
under our plan. As a matter of fact, I do not 
believe there are more than ten firms not yet 
members. 


“We have taken in all the Stillwater teachers 
and Board of Education employees in one unit. 
They pay on a semi-annual basis to a group 
leader, so our collection and billing costs here are 
negligible again. Likewise the county employees 
have enrolled in a body and pay to a group leader. 
City employees have come in in a body on a pay- 
roll deduction basis. Expense in Stillwater is 
cut to the bone. The: Bayport business block also 
came in as a single unit and one of the tellers of 
the Bayport Bank is making collections for us 
there. 


“We have established no branch office in Still- 
water. It is close to the Twin Cities and the co- 
operation from the hospital, business firms, and 
the Stillwater Association has been remarkable.” 
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New Institutional Members 


Alabama 
Chisman’ ss: BERN co a 3 8 viewed Birmingham 
Pith SI Ss o e's s wee ees Montgomery 
South Alabama Infirmary, Inc.......... Jackson 

Arizona 
Arizona State Elks Association.......... Tucson 
Copper Queen Hospital..............000- Bisbee 
Garnett Memorial Hospital............ Williams 
Gile Comte TROGGORE in kek cease vcaws Globe 
ee en Prey e Prescott 
Miami-Inspiration Hospital ............. Miami 
Mohave General Hospital.............. Kingman 
Pima County General Hospital........... Tucson 
Pinal County Hoapital. ......cccccseces Florence 
i SS ob wcieraeca seaeee ee Tucson 
South Side District Hospital.............. Mesa 
Booker T. Washington Memorial Hospital.Phoenix 
Wickenburg Hospital, Inc........... Wickenburg 
Wi STEN i Sie Se vaca ceereees Williams 

Arkansas 
John Brown University Hospital. .Siloam Springs 
Cora Donnell Hospital. . ......5 «esse Prescott 
RP eee er Crossett 
Wr Ss Kb eens cevvend seed Blytheville 

California 
Barsett Banttaviam ... onic es vce secveaes Fresno 
rer TCT rer rere Indio 
CO I od ons ances wreck amen Covina 
Dante Hospital, Inc:...... 0.0.66 San Francisco 
Hawthorne Hospital... ....0sccccces Hawthorne 


Long Beach Community Hospital....Long Beach 
St. Helena Sanitarium and Hospital. .Sanitarium 


Colorado 
Cheyenne County Hospital...... Cheyenne Wells 
Mennonite Hospital and Sanitarium..... La Junta 
EE TOP CC OTE Terr Denver 
Thomas More Hospital.............. Canon City 
St. Amthonuy’s Moapital. ...5 0.6. es escsess Denver 
Connecticut 
Fitch’s Home for Soldiers....... Noroton Heights 
New Milford Hospital............. New Milford 
St. Vincents Meeettal. ..... 6 cccccines Bridgeport 
District of Columbia 
Providence Hospital ...........cee- Washington 
Florida 
Be I 66.50 video cb eb caeen Marianna 
St. Anthony’s Hospital........... St. Petersburg 
St. Vincent’s Hospital..... ee Jacksonville 
Georgia 
Allen Clinic and Hospital............. Hoschton 


Henrietta Egleston Hospital for Children. Atlanta 


June, 1939 


Th; RS TR kc oo vie ecachavennes Athens 
R. J. Taylor Memorial Hospital..... Hawkinsville 
Illinois 
Franklin Boulevard Hospital............ Chicago 
Memorial Methodist Hospital........... Mattoon 
St. Elizabeth Hospital................. Danville 
ay | Evanston 
ee Chicago Heights 
St. Margaret’s Hospital........... Spring Valley 
gy Go. re Galesburg 
eg BO PPro er Cairo 
Indiana 
pO | er sere ryt Elwood 
Montgomery County Culver Hospital........... 

VWinNtbas eb wae as-aangeek mano Crawfordsville 
St. Francia Hoapital. ... ...-ccvssens Beech Grove 
ee eens Fort Wayne 
eg S| re ere? Evansville 
Witham Memorial Hospital............ Lebanon 

Iowa 
Cedar Valley Hospital............. Charles City 
Eldora Memorial Hospital............... Eldora 
King’s Daughters’ Hospital.............. Perry 
eee Independence 
St. Joseph’s Hospital............. New Hampton 
Spirit Lake Hospital............... Spirit Lake 
Massachusetts 
po a ee ee re Boston 
North Shore Babies’ Hospital............. Salem 
Michigan 
Seine TR ss acca cee neas Lansing 
Mount Carmel Mercy Hospital........... Detroit 
Port Haron Toapltal.... i. sce csc devs Port Huron 
Minnesota 
Clarkfield Community Hospital........ Clarkfield 
TR «6556 ees sawcieds Appleton 
eh I abs 0 kw wien’ caeus aan Melrose 
Minnewaska Hospital..............e6. Starbuck 
I ia co 66 586 eseavisesaneem Cloquet 
Ricemend Toanitel: «...:. ccccvcccevas Richmond 
St. Anegar’s Hospital ........cesecens Moorhead 
St. Francis Hospital .............. Breckenridge 
Bt, Fen Ts o.oo 6b che cieenees Perham 
St. Olaf Lutheran Hospital.............. Austin 
eee Shakopee 
Two Harbors Hospital............. Two Harbors 
Were TaN os cin awiewcucccaveus Warroad 
Worthington Clinic Hospital........ Worthington 
George B. Wright Memorial Hospital.Fergus Falls 

’ Mississippi 

Wiaee Ths 6 6 ones acd eerie Macon 





Missouri 
State Hospital No. 2 


Nebraska 
Creighton Memorial St. Joseph’s Hospital. Omaha 


St. Joseph 


New Jersey 
Essex County Hospital Cedar Grove 
Paterson General Hospital Paterson. 
St. Vincent's Hospital...............% Montclair 


New York 
Good Samaritan Hospital 
St. Charles Hospital Orthopedic Clinic 
Port Jefferson 
Brooklyn 
New Dorp, S. I. 


St. Peter’s Hospital 
Seaside Hospital 


North Carolina 
Wilkes Hospital, Inc North Wilkesboro 


Hospital Service Association of Toledo. ...Toledo 
Hospital Service, Inc., of Stark County... .Canton 


Pennsylvania 
Allegheny County Home and Hospital. . Woodville 


South Carolina 
Camden Hospital 
Hays Hospital 


Camden 
Clinton 


Tennessee 
Crippled Children’s Hospital School 
Nashville Protestant Hospital 
Nobles Memorial Hospital 


Memphis 
Nashville 


Texas 


Payne Shotwell Hospital and Clinic Littlefield 


Vermont 
Fanny Allen Hospital 
Bishop DeGoesbriand Hospital 


Winooski 
Burlington 


Virginia 
Leigh Memorial Hospital 
Shenandoah Hospital 


Norfolk 
Roanoke 


Wisconsin 
Community Hospital 
Dodgeville General Hospital 
Egeland Hospital 
Dr. Ennis’ Hospital 
Oak Sanatorium 
Riverview Hospital 
Riverview Sanatorium 
St. Luke’s Hospital 
St. Mary’s Hospital 
St. Mary’s Hospital 
St. Michael’s Hospital 
St. Savior’s General Hospital 


Grantsburg 
Dodgeville 
Sturgeon Bay 
Shullsburg 
Pewaukee 
Wisconsin Rapids 
Kaukauna 
Milwaukee 
Columbus 


Stevens Point 
Portage 


Wyoming 
Memorial Hospital of Laramie County. .Cheyenne 


Canada 
Norfolk General Hospital 
St. Mary’s Hospital 


Simcoe, Ont. 
Inverness, N. S. 





New Personal Members 


District of Columbia 


Harden, Lt. Col. R. D., office of the surg. gen., War 
Department, Washington 


Arizona 

Bralliar, Floyd B., M.D., med. dir., Wickenburg 
Hospital, Inc., Wickenburg 

Hackett, W. C., M.D., med. dir., Booker T. Wash- 
ington Memorial Hospital, Phoenix 

Rice, Harold W., M.D., supt., Copper Queen Hos- 
pital, Bisbee 

Thomas, Chas. A., M.D., med. supt., Southern 

Pacific Sanatorium, Tucson 


California 
Altman, Harold N., R.T., appr. admin., Vallejo 
General Hospital, Vallejo 
Walker, C. A., M.D., chief surg. and mgr., South- 
ern Pacific Company Hospital, San Francisco 


Colorado 
Hermine, Sister Anne, supt., Glockner Sanatorium 
and Hospital, Colorado Springs 


Connecticut 
Brown, Cordys L., R.N., supt., New Milford Hos- 
pital, New Milford 
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Florida 

Angela, Sister, supt., St. Vincent’s Hospital, Jack- 
sonville 

Estes, Julia W., supt., Brevard ‘Hospital, Mel- 
bourne 

McKay, Ernest G., supt., Tampa Municipal Hos- 
pital, Tampa 

Miseally, Elizabeth, R.N., supt. nrs., Good Samari- 
tan Hospital, West Palm Beach 

Wilson, E. Genevieve, Duval County Hospital, 
Jacksonville 


Georgia 
Anderson, C. J., exec. dir., United Hospitals Ser- 
vice Association, Atlanta 
Columba, Sister M., supt., St. Mary’s Hospital, 
Athens 
Dickerson, Durice, exec. secy., Georgia Hospital 
Association, Atlanta 
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Dorsey, Mrs. J. B., mgr., Americus and Sumter 
County Hospital, Americus 

Equen, Murdock, M.D., supt., Ponce de Leon Eye, 
Ear, Nose and Throat Infirmary, Atlanta 

Glenn, Wadley R., M.D., asst. to admin., Craw- 
ford W. Long Memorial Hospital, Atlanta 

Kennedy, Robert L., M.D., Kennedy Clinic, Metter 

Kennedy, W. D., M.D., med. dir., Kennedy Memo- 
rial Hospital, Metter 

Thompson, Dorothea, R.N., supt., Hamilton Mem- 
orial Hospital, Dalton 


Illinois 
Baer, Walter H., M.D., manag. off., Peoria State 
Hospital, Peoria 
Dombrowski, Edward T., M.D., manag. off., Chi- 
cago State Hospital, Chicago 


Indiana 
Fidelis, Sister M., R.N., supt., Holy Family Hos- 
pital, La Porte 


Iowa 

Corbin, Clara H., secy. to supt., Jennie Edmundson 
Memorial Hospital, Council Bluffs 

Lundy, Nelle M., R.N., supt., Cedar Valley Hospi- 
tal, Charles City 

Riedesel, Ruth D., cr. mgr., Burlington Protestant 
Hospital, Burlington 

Schiefen, Dorothy, supt., Hawarden Community 
Hospital, Hawarden 


Kentucky 
Michaella, Sister M., R.N., supt., St. Joseph Infirm- 
ary, Louisville 


Maine 

Bennett, Alice L., R.N., supt., Webber Hospital, 
Biddeford 

Bliss, R. V. N., M.D., med. supt., Blue Hill Me- 
morial Hospital, Blue Hill 

Charrier, Rev. Frederick, Central Maine General 
Hospital, Lewiston 

Hill, Frederick R., M.D., pres., Thayer Hospital, 
Waterville , 

Holt, E. Eugene, M.D., surg. and supt., Maine Eye 
and Ear Infirmary, Portland 

Kershner, W. E., M.D., Bath Memorial Hospital, 
Bath 

Leighton, Adam P., Jr., M.D., phys., Dr. Leigh- 
ton’s Private Hospital, Portland 

O’Connor, Elizabeth C., R.N., Central Maine Gen- 
eral Hospital, Lewiston 

Richardson C. Earle, M.D., med. supt., Brunswick 
Hospital, Brunswick 

Zwisler, Irene, R.N., Central Maine General Hos- 
pital, Lewiston 


Massachusetts 
Huntly, Mabel F., R.N., supt., Wesson Memorial 
Hospital, Springfield 
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Knowlton, Carrie B., R.N., supt., Lowell General 
Hospital, Lowell 

McQuinn, Mary R., supt., Benjamin Stickney Cable 
Memorial Hospital, Ipswich 

Meserve, Josephine, R.N., supt., Anna Jaques Hos- 
pital, Newburyport 

Mongeau, Mary E., R.N., supt., Webster District 
Hospital, Webster 


Michigan 
Hargreaves, Walter K., supt., Pontiac General 
Hospital, Pontiac 


Minnesota 
Conley, Dean, bus. mgr., students’ health service, 
University of Minnesota, Minneapolis 
Freeman, George H., M.D., supt., St. Peter State 
Hospital, St. Peter 
Truedson, Dorette, R.N., supt., Kittson War Vet- 
erans’ Memorial Hospital, Hallock 


Missouri 

Duncan, Ralph E., M.D., med. dir., Ralph Sani- 
tarium, Kansas City 

Hochuli, Bertha, asst. supt., Boone County Gen- 
eral Hospital, Columbia 

Pogue, H. C., mgr., hospitalization dept., Busi- 
ness Men’s Assurance Company, Kansas City 

Stocker, Robert C., steward, Kansas City General 
Hospital, Kansas City 


New Hampshire 
Dolloff, Charles H., M.D., med. dir., New Hamp- 
shire State Hospital, Concord 
Summers, Cora M., R.N., supt. nrs., Morrison Hos- 
pital, Whitefield 


New Jersey 
Tonge, Thomas A., supt., Paterson City Hospital, 
Paterson 
Wortman, Herbert McC., M.D., asst. dir., Moun- 
tainside Hospital, Montclair 


New York 

Firschein, Isidore, M.D., deputy med. supt., Coney 
Island Hospital, Brooklyn 

Nadell, Bernard B., M.D., deputy med. supt., Belle- 
vue Hospital, New York 

Nelson, Joseph P., M.D., night exec. phys., Kings 
County Hospital, Brooklyn 

Ring, Alfred, M.D., deputy med. supt., City Hospi- 
tal, Welfare Island 


Ohio 
Hickerwell, L. N., chief pharm., City Hospital, 
Cleveland 


Oregon 
Christiana, Sister, R.N., asst. supt., St. Vincent’s 
Hospital, Portland 
Morland, A. L., supt., Emanuel Hospital, Portland 
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Morse, W. N., M.D., phys. and owner, Mid-Colum- 


bia Hospital, The Dalles : 

Roger, Alice, R.N., asst. supt., Portland Convales- 
cent Hospital, Portland 

Shuler, Mary, R.N., supt., Lebanon General Hos- 
pital, Lebanon 

Walker, F. L., bus. mgr., Corvallis General Hos- 
pital, Corvallis 


Pennsylvania 
Barron, William E., supt., Washington Hospital, 
Washington 
Rosenberger, Donald M., admin., Clearfield Hos- 
pital, Clearfield 


Tennessee 

Carson, James E., M.D., med. dir., Fort Craig Hos- 
pital, Maryville 

Clementine, Sister, R.N., supt., St. Thomas Hos- 
pital, Nashville 

Haynes, T. H., supt., Knoxville General Hospital, 
Knoxville ; 

Lawson, Mrs. Charlotte, R.N., supt., Haywood 
County Memorial Hospital, Brownsville 

Lyons, James S., M.D., med. dir., Lyons Hospital, 
Rogersville 

Maloney, H. L., supt., Fort Sanders Hospital, 
Knoxville 

Price, R. M., M.D., dir., Sweetwater Hospital, 
Sweetwater 

Ramsay, R. G., supt., Gartly-Ramsay Hospital, 
Memphis 

Saunders, 8S. G., M.D., med. dir., Harrison Memo- 
rial Hospital, Loudon 

Shortt, Olivia, R.N., supt., Clarksville Hospital, 
Clarksville 

White, Marguerite, M.D., supt., Pine Breeze Sani- 
tarium, Chattanooga 


Vermont 
Campbell, Laurence C., vice-chrmn., Bd. Tr., Barre 
City Hospital, Barre 
Dower, Sister, R.N., supt., Fanny Allen Hospital, 
Winooski 
Milne, George E., Barre City Hospital, Barre 


Washington 


Adams, Mrs. H. H., supt., Bronson Memorial Hos- 
pital, Renton 


Allison, Minard, M.D., med. supt., Monroe Gen- 
eral Hospital, Monroe 

Blasius, Sister, supt., St. Ignatius Hospital, Colfax 

Davis, Anne B., supt., Kirkland Hospital, Kirkland 

Gilbert, Mrs. R., R.N., supt., Mount Carmel Hos- 
pital, Colville 

Hopkins, Howard L., M.D., med. dir., Cascade 
Sanitarium, Leavenworth 

John of the Cross, Sister, Mount St. Vincent, 
Seattle 

Jucunda, Sister M., supt., St. Martin Hospital, 
Tonasket 

Klodia, Sister M., R.N., supt., St. Joseph’s Hospi- 
tal, Chewelah 

Martinson, Mrs. Lydia E., R.N., supt., John Bri- 
ning Memorial Hospital, Dayton 

Miller, Henrietta, supt., Children’s Orthopedic 
Hospital, Seattle 

Noyes, Mrs. M. H., supt., Snoqualmie Falls Hospi- 
tal, Snoqualmie Falls 

Palmer, Mrs. Henrietta S., R.N., supt., Washing- 
ton Minor Hospital, Tacoma 

Rowlands, Mrs. Nan, R.N., supt., Medical and 
Dental Building Surgery, Seattle 

Ruge, E. C., M.D., med. supt., Firlawn Sanatorium, 
Bothell 

Schwabland, W. W., M.D., supt., King County Tu- 
berculosis Hospital, Seattle 

Simpson, Florence H., R.N., supt., Roslyn Cle Elum 
Beneficial Company Hospital, Cle Elum 


Wisconsin 

Ettenheim, George P., trustee, Mount Sinai Hos- 
pital, Milwaukee 

Kane, Henry V., attorney, Catholic Hospitals, Mil- 
waukee 

Lunenschloss, Leo L., St. Mary’s Hospital, Madi- 
son 

Owen, Ralph W., trustee, Luther Hospital, Eau 
Claire 


Canada 
Fox, Joseph L., supt., Mount Sinai Sanatorium, 
Ste-Agathe des Monts, Quebec 
McIsaac, Rev. A. J., pres., bd. gov., St. Mary’s 
Hospital, Inverness, N. S. 


Poland 


Kozlowski, M., secy., Polish Hospital Association, 
Warsaw 





Hospital in Berlin, Germany. 





Our Fourth Cover 


The illustration on the fourth cover of this issue shows the open doors of the en- 
trance to the William W. Backus Hospital, Norwich, Connecticut. The quotation under- 
neath is the editor’s adaptation of the inscription above the portals of the Virchow 








HOSPITALS 





land 
Hos- 


sade 
ent, 
ital, 
Spi- 


sri- 


problem met by business houses and public 
utilities—educating the people of its com- 
munity concerning what services it may be ex- 
pected to render; what services fall outside its 
province; the organization it must maintain in 
order to function; just how and why it fits into 
the community life. 





F oe charitable institution faces the same 







The annual drives of local community chests af- 
ford an excellent opportunity to acquaint the sup- 
porting public with the facts concerning the 
charity needs and facilities of the community. To 
take full advantage of the opportunity, the public 
education material inherent in the individual mem- 
ber agencies should be made available to the man- 
agers of the drive. 


In Philadelphia, The Community Fund of Phila- 
delphia and vicinity and the Jewish Welfare Fed- 
eration have 141 member agencies for which they 
jointly sponsor a united campaign each year. The 
agency in which I am particularly interested is 
the Pennsylvania Hospital, Department for Sick 
and Injured, located at 8th and Spruce Streets. 
Since its founder, Benjamin Franklin, is without 
doubt the outstanding American exponent of the 
building of progress through public education and 
public relations, in fact employed these principles 
in accomplishing the founding, it is quite fitting 
that the Pennsylvania Hospital should enter heart- 
ily into this phase of the campaign. 
























Use of Display Windows 





Each year the campaign secures the use of dis- 
play windows in well known store buildings in the 
central retail business district of the city and in 
these windows the member agencies set up their 
own displays. The Pennsylvania Hospital has 
cooperated by arranging such a window display 
in each of the past four years. The first display 
featured the work of the social service depart- 
ment, the seeond the work of the out-patient de- 
partment, last year the dietary department set up 
a display in a window loaned by a department store 
and this year the housekeeping department used 
the same window. Each major department of the 
hospital offers good material for a display, which 
can be so developed as to have both emotional and 
informational appeal. 




















The hospital housekeeping department has 
much to do with the comfort of both patients and 
personnel, but it rarely obtrudes on the conscious- 
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ness of the patient, or of the public, and these 
very facts make the housekeeping department 
good public relations and education material. We 
planned our display to. have human interest, emo- 
tional appeal, with facts and statistics, informa- 
tional appeal, so presented as to make a lasting 
impression. The human interest lay in the large 
photographs of housekeeping department person- 
nel engaged in the various activities of the depart- 
ment. Stopping to scan the photographs the 
passerby learned from concisely worded captions 
that the housekeeping department must carefully 
plan and direct its work; coordinate its schedule 
on the wards with that of the professional staff ; 
serve the laboratory scientist; solve the difficult 
problem of keeping the out-patient department 
clean and orderly without interferring with the 
steady stream of clinic patients; give thought to 
the effect of good housekeeping on the morale of 
both patient and resident staff. The passerby also 
learns that economy must be effected through 
careful standardization and supervision; that 
specially trained employees are necessary for the 
various activities of the department; that the 
linen room is a small manufactory in itself. 


By the time his eye had traveled to the last of 
the ten photographs, Mr. John Public was suffi- 
ciently interested to study the large topographi- 
cal map of the hospital square and the archi- 
tectural mass blocks of all hospital buildings which 
had been set in place on it—it was rather inter- 
esting to identify the buildings and the surround- 
ing streets—and his glance then naturally fol- 
lowed back along the colored cords from the vari- 
ous hospital buildings to the organization chart of 
the housekeeping department forming the back- 
ground of the window. Here he learned of the 
educational program of the department and that 
81 housekeeping department employees were re- 
quired to carry on in the widely spread buildings, 
the activities visualized in the photographs. 


He lingered long enough to learn from the let- 
tered placards in the foreground of the window 
that the Pennsylvania Hospital has served the sick 
and injured over a period of 188 years and looks 
to the future expecting to continue and improve 
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such service; that the hospital buildings repre- 
sented by the blocks had housed 11,892 bed pa- 
tients a total of 149,166 days and given advice 
and treatment to out-patients who made 191,810 
visits during 1938; that a personnel, professional 
and non-professional of 698 and a visiting medical 
staff of 171 were busily engaged here and there 
is those same buildings caring for all those pa- 
tients; that down in the corner of one of those 
buildings the linen room force cut, manufactured 
ard marked over 30,000 pieces a year; that the 
housekeeping department needed to render its ser- 
vice during the year seven per cent of the hospi- 
tal expense dollar, and that the objective of all 
the expenditure of money, human knowledge, in- 
terest and labor is proper care of the patient. 


“Public Relations” Returns 


We feel well repaid for the time and effort put 
into the display. Interestingly enough, the first 
“public relations” return came from our own 
department—the housekeeping department per- 
sonnel were interested and eager to make the win- 
dow a success; they were proud of the recognition 
of their part in the hospital activity. Comments 
reaching us indicate this type of “public educa- 
tion” is well worth while. Many people have not 
ye* experienced contact with hospitals, they are 
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satisfied to stay as far away as possible from even 
the thought of them; but housekeeping in some 
phase is a familiar experience of every life. 


Among those who stopped to look at our win- 
dow must be some who have been introduced to 
the thought of hospitals through the familiar sub- 
ject of housekeeping and so when their hospital 
experience does occur this introduction will act 
somewhat as a shock absorber. Others who already 
have had contact with some of the phases of hos- 
pital work will have a greater realization of its 
complexity. In time, they will clearly understand 
that the care of the patient is affected by the per- 
formance of carefully selected housekeeping per- 
sonnel and will have a sympathetic attitude toward 
the educational activities of the department which 
aims to promote a spirit of occupational pride in 
its employees; to help them progress by develop- 
ing a practical knowledge, skill and interested atti- 
tude toward their work, thus increasing their effi- 
ciency, raising the standard and reducing labor 
turnover. 


Our own employees are helped to a realization 
that the work of their department contributes to 
the benefit of the patient and that it lies within 
the power of each worker to build up public confi- 
dence in, and support of, his hospital. 
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the subject of “What administrative measures 
can be brought into effect to assure the cor- 
rect number of employees for each day’s load.” 
Thankfulness, because we have had so few labor 
troubles in Louisville and for our colored help, 
who have been with us for many years, and who 
are so loyal and faithful. 





| is with a spirit of thankfulness I approach 


Since the eight hour day for nurses came into 
effect, the nursing question has been less difficult 
to handle. Graduate general duty nurses are ac- 
cepting service in the hospital, preferring the 
shorter hours and regular pay with maintenance, 
to the uncertainty of private duty. The results 
are, the patients receive better care, the nursing 
turnover is not so great, the nursing staff is less 
fatigued, and there is more time for social and 
educational activities. 


In a hospital of 100 beds, where it is necessary 
to depend on the day staff in case of emergency, 
or an unusual rush, the nurses are expected to 
carry on regardless of hours, and are willing to 
do so. Time adjustments are made later. 


Student nurses work eight hours per day, six 
days per week, with time allowed for classes and 
study. 


The operating rooms and obstetrical depart- 
ment are fully covered at all times with graduate 
and senior student nurses. Time for night calls 
is made up. 


Business Routine After Office Hours 


While the general business of the hospital is 
transacted during the day, it is necessary to make 
adjustments for bills to be taken care of after 
business hours. The night supervisor is the log- 
ical person to prepare the bills of the patients 
leaving unexpectedly at night, and with simplified 
bookkeeping this can be done quite easily. The 
switch board operator, if a person with some busi- 
ness training and a knowledge of the hospital 
routine, can prepare the bills for the supervisor. 
On Sundays and holidays, the bills can be handled 
by the director of nurses or the instructor of 
nurses, with the help of the switchboard operator. 


The other departments usually have a list of 
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persons who are glad of temporary employment or 
short shifts. We prefer to keep our regular help 
employed and move them to different depart- 
ments, giving them a day off without pay as the 
work permits. 


Responsibility for Disinfecting and Cleaning 
of Rooms 


The responsibility for disinfection of rooms is 
divided between the nursing and housekeeping 
departments. 


The nurse should be responsible for proper dis- 
posal of the linen which is packed in a special 
hamper, plainly marked, so that it will not come 
in contact with other linen. She should wear a 
mask, gown, and rubber gloves while doing this 
work. 


All the rubber goods, dishes, glass, and enamel- 
ware, which can be boiled should be sterilized for 
thirty minutes. Unboilable articles should be 
immersed in a disinfectant solution. Mattresses 
should be placed outside in the air and sun for 
twenty-four hours, the pillows should be sent to 
the laundry, and the bed, furniture, and walls 
washed with soap and water. The room should 
be aired for twenty-four hours before being made 
up for a new patient. 


The rules should be formulated by the super- 
intendent with the help of the director of nurses, 
and the director of pediatric department, and en- 
forced by the supervisor of the floor, and the 
housekeeper. The final responsibility for the 
cleanliness of the ward and private rooms rests 
with the superintendent. The supervisor of the 
floor is delegated to see that the rooms are clean 
and in order; the housekeeper and her aides are 
responsible for the actual cleaning. 


Combination Housekeeping and Dietetics in 
a Small Hospital 


From a number of very fine letters I have re- 
ceived from some of the leading dietitians in large 
hospitals, I find that combination dietetics and 
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housekeeping is being handled satisfactorily. The 
chief dietitian is responsible for both depart- 
ments, and supervises the work. Grace Bul- 
man, Chairman of the Administrative Section 
of the American Dietetic Association, says, “Al- 
though I have not had actual experience with the 
combination of housekeeper and dietitian in an 
institution, I know that it has been carried out in 
a number of places, and it seems to me it could 
be particularly advantageous in a very small hos- 
pital where the salary expenses for both dietitian 
and housekeeper would be prohibitive. Under 
such conditions it would be preferable to have the 
trained person who could carry out diet therapy 
satisfactorily, as well as housekeeping duties, 
rather than to have an untrained person who 
might be proficient in housekeeping try to cover 
dietetics as well.” 


Dr. Malcolm T. MacEachern in his splendid 
book “Hospital Organization and Management” 
states, “It is believed that to adequately supervise 
and direct the food service of a hospital it is 
necessary that there be a ratio of one dietitian 
to every 100 patients,” and he clearly defines what 
the duties of the dietitian and the housekeeper 
shall be; he does say, however, that “occasionally 
it is feasible to combine the housekeeping and 
dietary departments in the small hospital, provid- 


ing the housekeeper has a knowledge of dietetics, 
or vise versa.” 


The combination might be advisable in a very 
small hospital for economic reasons, but it is not 
desirable. 


Since the American Dietetic Association was 
organized twenty-one years ago, the dietetic de- 
partment in the hospital has made rapid strides. 
The person trained in sick room cookery who had 
charge of the dietary department, has disappeared 
and a highly trained executive has taken her 
place; she is interested in science of food, food 
preparation, teaching, both student nurses and 
patient, and she is a valuable assistant to the 
physician. If she combines housekeeping and 
dietetics, excepting in her own department, both 
will suffer. It is better to have a good dietitian, 
and delegate the housekeeping to someone else. 
Good food, well prepared, and attractively served 
is an art which should not be neglected in our 
hospitals. 


In closing let me quote Dr. A. F. Branton, “It is 
one of the paradoxes of hospital administration 
that far more attention is paid to the fuel that 
goes into the boilers than to the food that is to 
hospital and its power plant have come into ex- 
sustain or restore the patient for whose sake the 
istence.” 





The Hospital 


““A new feature has been added to the decora- 
tions of the place, which, I think, may be made to 
contribute largely to the comfort and happiness, 
especially of the sick. I allude to the conservatory 
built last fall, and which enabled our yards, the 
past summer, to be converted into a parterre of 
flowers, filling the air with their fragrance, and 
delighting the eye with their beauty. 


‘Like the smile from an old friend’s face on 
ours, 


Are these stars of earth, God’s beautiful 
flowers.’ 


“Those of the sick who are able to walk out, 
were enabled to enjoy a rich treat by feasting 
their eyes with their beauty; but many of the 
poor sufferers are confined on beds of languish- 
ment, and I noticed with great satisfaction the 
delight with which they gazed on an occasional 
bouquet, which, from time to time, was furnished 
them— 
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Beautiful 


‘Kindling beaming smiles again, 
In faded eyes that long had wept.’ 


“TI think these occasional contributions of flow- 
ers to those who are unable to leave their beds 
might be made much more frequent; and who can 
say that by such contributions the heart of some 
poor sufferer might not be touched with the 
thought of Him— 


‘Whose breath perfumed them, 
And whose pencil paints?’ 


“Allow me to call your attention to the subject 
of decorating the walls of the hospital with choice 
engravings, which will add much to their cheer- 
fulness, and afford pleasure to the sick, by fur- 
nishing them with objects of beauty to cheer the 
loneliness of their long hours of pain and suf- 
fering.” 

From the 1874 Annual Report of Dr. Joseph D. Nichols, 


Superintendent of the Tewkesbury, Massachusetts, State 
Infirmary. 
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of a superior quality, nutritionally adequate, 
pleasantly varied, and attractively served 
with a minimum of time, labor, and money. 


Ter: end result desired in food service is food 


Selection of the Dietitian 


The selection of the dietitian is the most impor- 
tant factor in securing the desired result. Her 
first asset must be sound professional training. 
Standards of the American Dietetic Association 
are such that membership is a guaranty of at least 
minimum of experience. Her second asset must 
be pleasing personality. To a great extent the 
administrator must depend on his own judgment 
in this matter. After all the degree of success 
with the personal equation will largely determine 
final results. The third asset is administrative 
ability. However, if the training is sound and her 
personality agreeable, administrative ability 
might be developed with proper supervision. 


Function of the Dietitian 


The dietitian having been selected, she should 
be permitted to function in her proper capacity, 
the standards of the general service will speak 
for themselves. She should acquaint herself with 
the general policies of the institution. Her reforms 
will be so smooth that servants will hardly real- 
ize the change, yet so sound that staff and patient 
reactions will be most favorable. This, she cannot 
accomplish with continual interference from ad- 
ministration and nursing staff. In the small hos- 
pital the dietitian should be responsible for the 
food service from purchase of food to the disposal 
of waste. 


In providing special diets in the small hespital 
the alert dietitian has an unlimited opportunity 
and a great responsibility. Due to the wide range 
of cases the doctor must treat, frequent emergen- 
cies and night calls he must make to far corners 
of the county and adjacent territory, his time for 
nutrition reading is obviously limited. If, in her 
reading, the dietitian makes a sincere effort to 
supplement her knowledge and has a helpful 
rather than a dictatorial attitude her suggestions 
are always welcome. She will find the busy doctor 
glad to stop and scan an article of nutritional in- 
terest, to discuss with her the diagnosis and die- 
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tary history of patients needing special attention. 
The doctor soon comes to depend on the services 
of the dietitian and often seeks her assistance in 
giving dietary instructions to his office patients. 


Keeping Food Costs 


To quote Alberta MacFarlane, “Keeping food 
costs is a game that can be played with as much 
interest as any game of bridge if methods and 
standards are set up.” William A. Dawson in 
“Procedure for Hospital Costs” has set certain 
methods and standards for determining meal 
costs. If these methods or similar ones are gen- 
erally adopted, costs of meals will be more com- 
parable. The dietary department would then be 
treated as if operating a separate company per- 
forming all services which are performed for it 
by other departments. Therefore we have direct 
and indirect expenses. Direct expenses include: 
salaries; cost of foods and their transportation; 
supplies such as china, silver, utensils, and clean- 
ing materials; and gas and electricity. 


Indirect expenses to be applied are: admin- 
istrative expense which is determined by finding 
the percentage of the dietary pay roll to the entire 
pay roll; housekeeping and plant operation, area 
being the base for determining the charges; ordi- 
nary repair and replacement charges should be 
determined by analysis. 


The total of indirect expense and direct expense 
divided by the total number of meals served gives 
the average cost per meal. 


Deductions are made for meals sold at fixed 
prices, special nurses meals are deducted by mul- 
tiplying the number served by the average cost 
per meal. These deductions are subtracted from 
the total departmental cost and cost per patient 
meal found by dividing number of patient’s meals 
served into net departmental cost. 


Food Economies 


Food economies are based on knowledge, ob- 
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servation, and eternal vigilance. When standard 
amounts of consumption are known the guess 
work in buying is eliminated. Observation of plate 
waste from various groups served should be made 
often. Returns will indicate the foods not popular 
or that too large portions have been served. Some 
foods considered cheap are expensive if waste and 
complaints are considered: for example, many 
of our ward patients leave the individual serving 
of butter. If that butter is mixed with the potato 
or grits or poured over rice, it is eaten, thus sup- 
plying the needed food, otherwise the butter goes 
into the garbage can. I believe the greatest econ- 
omy in food will be made when the food served 


is of such superior quality that waste is reduced 
to a minimum. 
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Data Affecting Tabulation of Maternal Mortality Rate 


“The trend in the recorded maternal mortality 
rate in the expanding birth registration area, tab- 
ulated by place of occurrence, indicates that not 
only is the maternal mortality rate as thus defined 
higher in urban than in rural communities, but 
also that this difference has been increasing. In 
1915 the urban maternal mortality rate was about 
16 per cent higher than the corresponding rural 
rate, while in 1936 it was 30 per cent higher, a 
difference nearly twice as great as in 1915. 


“This seems anomalous, since there are condi- 
tions in rural areas which would be expected to 
increase the maternal mortality rate. The pro- 
portion of colored females, among whom the ma- 
ternal mortality rate is nearly twice that among 
white females, is much larger in the rural than 
in the urban population. A larger proportion of 
urban than of rural mothers are confined in hos- 
pitals, where they presumably receive better med- 
ical care. Seventy-two per cent of all births in 
urban areas occurred in a hospital in 1936, as 
compared with 14 per cent of all births in rural 
areas. It should be remembered, however, that 
many rural mothers are delivered in urban hos- 
pitals, and so the difference in hospital use be- 
tween these groups is not as great as these figures 
suggest. Moreover, the underregistration of 
births is considerably greater in rural than in 
urban areas, a circumstance which produces an 
apparent increase in the maternal mortality rate 
in rural communities unless there is a correspond- 
ing underregistration of puerperal deaths. 


“The maternal mortality rate is especially influ- 
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enced by the inclusion of nonresident cases, since 
this inclusion changes both the numerator and 
the denominator of the fraction used in comput- 
ing the rate. That is, the number of deaths from 
puerperal causes and the total number of births, 
as well, are affected by the inclusion of nonresi- 
dent cases. Consequently, the maternal mortal- 
ity rates for urban and rural women, based upon 
data tabulated by place of occurrence of births 
and deaths, contain errors of unknown size. 


“A maternal mortality rate for the residents of 
a given community should be based upon the 
births to women living in that community and the 
deaths from puerperal causes of women living in 
the same community regardless of where the 
births and deaths occur. Such resident maternal 
mortality rates can be calculated from the special 
tabulations of births and maternal deaths for 
1935 made by the Division of Vital Statistics of 
the United States Bureau of the Census. 


“The number of maternal deaths registered in 
urban areas in 1935 was 6,765, but the number 
of women living in urban territory who died from 
causes arising from pregnancy and childbirth was 
only 5,270, or 78 per cent of this number. In other 
words 22 per cent of the total number of women 
dying from puerperal causes in urban areas in 
1935 lived in rural communities. On the other 
hand, 5,779 maternal deaths were registered in 
rural areas, but 7,274 actual residents of rural 
areas died of puerperal causes. Thus only about 
80 per cent of the rural maternal deaths occurred 
in a rural community.” 
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National Hospital Day—A Pageant 
of the Pacific 


the Golden Gate International Exposition 


Nite coi Hospital Day was observed at 
with elaborate ceremony. 


In point of attendance, of participation by 
nurses and hospital executives, of colorful pageant 
and outstanding program, it was one of the larg- 
est and most brilliant events celebrated on the 
Pacific Coast on that important day. 


The program was broadcast so that a million 
listeners in the west were made acquainted with 
the importance of the occasion. The unveiling 
of a monument to the woman “whose life has 
been, and is today, a mighty influence in the field 
of nursing,” was the crowning feature of the day. 


The celebration was held under the auspices of 
the Associations of Western and California Hos- 
pitals. An executive committee headed by C. M. 
Wollenberg, representing the Association of West- 
ern Hospitals, and Louis C. Levy, appointed by 
the Association of California Hospitals, handled 
the arrangements. 


The Exposition authorities, appreciating the 
importance of the occasion, provided an ideal 
setting for the ceremonies on Treasure Island, in 
the Court of Seven Seas, beautiful in statuary, 
flora, and vari-colored pennants. An immense 
platform, accommodating two hundred fifty peo- 
ple, and seating arrangements in front of the 
platform for more than two thousand spectators, 
added to the perfect setting. 


Promptly at 1:45 p. m. eleven hundred pupil 
nurses and graduates of forty schools in the San 
Francisco Bay District, marched to the scene of 
the celebration. The nurses in uniform presented 
an impressive spectacle as they proceeded through 
the Exposition, headed by the Exposition band 
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and the Color Guard of the 30th United States 
Infantry. 

The Scholae Cantorum of the Catholic Hos- 
pitals, numbering two hundred voices, occupied 
the rear of the immense platform, forming a col- 
orful background to the distinguished guests 
seated in the forefront of the stage. 


At two o’clock, the program was inaugurated. 
The Exposition band played two stanzas of the 
National Anthem, and the chorus sang “America” 
and followed with “God Save the King,” as a 
tribute to the country that gave Florence Night- 
ingale to the world. 

William P. Butler, President of the Associa- 
tion of California Hospitals, acted as Chairman 
of the Day and introduced the speakers. 


The unveiling of the monument to Florence 
Nightingale, depicting the modern nurse, which 
was unveiled by L. Gertrude King, R.N., Cali- 
fornia State Nurses’ Association, of Oakland, was 
an impressive ceremony. 


The monument was a replica of the permanent 
one which is to be placed in Golden Gate Park 
in San Francisco in August next. 


The broadcasting of Florence Nightingale’s 
voice, from a record prepared in England prior 
to her death, was a solemn touch. Fitting music 
preceded its hearing and the entire audience stood 
at attention during the delivery of her message 
to the world. 


A fitting climax was the demonstration of emer- 
gency service by the San Francisco Health De- 
partment. It was startling in its presentation and 
created a mild sensation. It proved how quickly 
the ambulance with its trained crew could respond 
and take care of an injured person. 
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M. BURNEICE LARSON, Director 


Let’s take apart this thing 
you call success 


For years, and years, we have lived on the edge of your 
lives, on the edge of the lives of hospitals, on the edge 
of the lives of your people, your physicians, surgeons 
and their helpers. 


You have told us many things. Time has shown us many 
things. We have an accumulated store of memories. 
Maybe all of it-has made us humbly wise. There are 
certain priceless things we have learned and know, and 
we ache to tell these things that you ache to know. 


That there is relationship between success and time that 
is positive; it is scarcely ever violated; when time is used 
rightly, success seems sure to follow. 


We have seen hospitals procrastinate in the name of 
economy and wait until some later date that never seems 
to come... to find and use the brains, the smarter, eager, 
keener brains that would soon have written off that 
economic need. 


Again, we have seen other hospitals search the medical 
world for trained, skilled medical minds, for incomparable 
surgeons, for a like kind of assistants, and find them... 
and go on to fame in but a part of the expected years. 


These things it has been our privilege to see in constant 
parade; until we have conviction (that cannot be 
ignored) that men and hospitals succeed, do finer, greater 
. when they 


work, reach fame before they are old . . 
“hitch their wagons to the stars,” get and keep and work 
TODAY with eager, restless, smarter personalities and 
never wait for a vague tomorrow. 


We have people like these for you; understanding, sym- 
pathetic, keen and smart, the kind you would take to 
lessen your shoulder load, get you steps nearer success. 
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This machine produces poundage 
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in the linen - - cuts linen replace- 
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NOW...MORE THAN EVER 


CALL OVAL 


FOR MORE EFFICIENT 
LAUNDRY OPERATION 


U. S. HOFFMAN 


MACHINERY CORPORATION 


NEW YORK, N. Y. 








=G 








111 FOURTH AVENUE 





COMPLETE LAUNDRY EQUIPMENT 
SERVICE FOR THE INSTITUTION 















Southern Institute for Hospital Administrators 


Duke University, July 31-August || 


ministrators, at Duke University from July 

31 through August 11, is sponsored by the 
American College of Hospital Administrators, 
the Carolinas-Virginias Hospital Conference, and 
the Southeastern Hospital Conference, in cooper- 
ation with the University of North Carolina and 
Duke University. 


The program follows the same pattern as at 
the successful Institutes at the University of Chi- 
cago and at Stanford University, seminars in the 
morning on subjects of importance and interest 
to the hospital administrator, field trips in the 
afternoon to hospitals in Durham, Raleigh, San- 
ford, Pinehurst, Asheboro, and Fayetteville where 
practical demonstrations will be put on, and round 
table and panel discussions in the evening con- 
ducted by outstanding leaders in the hospital field. 


The program for the whole institute has been 
planned with special reference to the peculiar 
needs of hospitals in the South where nearly all 
hospitals are comparatively small and located in 
rural areas and small towns, but an effort to pre- 
vent too much provincialism in the program and 
to broaden the viewpoint of the administrators 
attending the institute, a number of outstanding 
administrators from other parts of the nation 
have generously accepted assignments on the pro- 
gram to conduct seminars and round table dis- 
cussions. The seminars arranged thus far and 
the persons who will conduct them are as follows: 


THE FUTURE OF HOSPITAL ADMINISTRATION IN 
THE SOUTH 
W. S. Rankin, M.D., D.Se., Director, Hospital Section, 
The Duke Endowment, Charlotte 
FUNDAMENTALS OF HOSPITAL ORGANIZATION 
James A. Hamilton, President-Elect, American College 
of Hospital Administrators 
FACTORS AFFECTING DISTRIBUTION OF PHYSICIANS 
AND HOSPITALS IN THE SOUTH 
Wilburt C. Davison, M.D., D.Se., Dean, School of Medi- 
cine, Duke University 
ACCOUNTING AND STATISTICS 
Graham L. Davis, Chairman, Committee on Accounting 
and Statistics, American Hospital Association, Charlotte 
LAUNDRY AND LINEN CONTROL 
Sample B. Forbus, Administrator, Watts Hospital, 
Durham 
NURSING EDUCATION AND NURSING SERVICE 
IN THE SOUTH 
John F. Brownsberger, M.D., Chairman, Council on Pro- 
fessional Practice, North Carolina Hospital Association 
MEDICAL SOCIAL WORK 
Miss Perry Gibson, Director, Medical Social Work De- 
partment, Duke Hospital 


To South’s first Institute for Hospital Ad- 
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PLANT MODERNIZATION—MAINTENANCE AND 


OPERATION 


Lewis E. Jarrett, M.D., Director, Hospital Division, 
Medical College of Virginia, Richmond 


' MEDICAL RECORDS 


Jessie Harned, Medical Record Librarian, Duke Hospital 
THE MEDICAL STAFF AND ITS ADMINISTRATIVE 


RELATIONSHIP 


Robert A. Ross, M.D., Associate Professor of Obstetrics 
and Gynecology, Duke University Medical School 


PURCHASING OF SUPPLIES AND EQUIPMENT 


W. W. Irwin, Purchasing Agent, Strong Memorial Hos- 
pital, Rochester, New York 


ADMINISTRATIVE ASPECTS OF ROENTGENOLOGY, 
PATHOLOGY, AND SPECIAL THERAPY 
DEPARTMENTS 


Robin C. Buerki, M.D., President, American College of 
Hospital Administrators, Chicago 


THE CLINICAL AND PATHOLOGICAL LABORATORY IN 


THE SMALL HOSPITAL 


Wiley D. Forbus, M.D., Professor of Pathology, Duke 
University of Medical School 


RELATIONSHIP OF THE HOSPITAL TO PUBLIC 


HEALTH 


Carl V. Reynolds, M.D., Health Officer, State of North 
Carolina, Raleigh 


SOME ASPECTS OF MEDICAL ECONOMICS 
F. V. Altvater, Administrator, Duke Hospital 
SIGNIFICANCE OF GROUP HOSPITALIZATION TO 
THE SOUTH 


Abraham Oseroff, Director, Hospital Service Association 
of Pittsburgh 


ADMINISTRATIVE PROBLEMS OF THE SMALL 
HOSPITAL 


Macie N. Knapp, Administrator, Brokaw Hospital, Nor- 
mal, Illinois 


FooD SERVICE 


Mrs. J. H. Martin, Professor of Dietetics, Duke Uni- 
versity 


ADMITTING AND COLLECTION PROCEDURES 


F. Ross Porter, Assistant Administrator, Duke Hospital, 
and J. Lyman Melvin, Administrator of Park View Hos- 
pital, Rocky Mount 


In addition to the seminars, such subjects as 
hospital financing, standardization of obstetrical 
procedures, licensing of hospitals, and community 
relationships will be presented at the round table 
and panel discussions in the evening. The prac- 
tical demonstrations in the eight hospitals used 
for this purpose, including the 400-bed teaching 
hospital at Duke University, will cover all of the 
departmental activities of hospitals, both large 
and small. 


Duke University has set aside a dormitory on 
the campus for the students. The registration fee 
is $15. The charge for the two-weeks’ period for 
board and room is $25 in a single room and $20 
in a double room. 


HOSPITALS 





WITH WYANDOTTE DETERGENT 
SAFETY 


Cus. 
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Here are some of Wyandotte Detergent’s advantages: 


1. Even the most careless worker will find it almost 
impossible to harm surfaces being cleaned. 


2. Soiled painted surfaces can be washed many 
times without scratching or dulling the paint film. 


3. Cleans so thoroughly and rinses so completely 
that it leaves no deposit or slippery film on washed sur- 
faces to attract or hold soil, or to cause accidents. 


4. Tests show that it is almost impossible in ordi- 
nary cleaning procedure to scratch, scar or dull 
painted, enameled or marble surfaces or plumbing 
fixtures of any kind. 

5. Wyandotte Detergent can be used safely for all 
maintenance cleaning and also for (1) washing soiled 
painted surfaces, (2) cleaning tiled and enameled 
surfaces, (3) mopping floors of all kinds, and (4) wash- 
ing or poulticing soiled marble. 


To all these advantages add the fact that users of 
Wyandotte almost invariably report that, per unit of 
satisfactory cleaning, Wyandotte Detergent gives them 
the lowest cost ever shown by their auditors. 


Order Wyandotte Detergent from your jobber. Prove 
its safety and economy on your own jobs for a week 
or a month. If you are not entirely satisfied with the 
results, your money will be returned. 
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J. B. FORD COMPANY 


WYANDOTTE, MICHIGAN 


District Offices in 26 Cities 
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299 MONTHS 
of Knaching on Hospital Doors 


NE month short of 25 years since Will Ross 

began knocking on hospital doors. In that 
time, we have found thousands of cordial wel- 
comes and volumes of helpful information be- 
hind those doors. We have learned a great deal 
about human nature, hospital needs and prob- 
lems, and hospital merchandise. We have done 
what we could to meet the needs and help solve 
the problems . . . problems that were created 
by need for specialized equipment or supplies. 
So we searched world markets . . . with the re- 
sult that we have built up a manufacturing and 
distributing organization handling over 6,000 
hospital items ‘‘with speed and certainty”. 


299 months. Not very long, perhaps, as time is 
measured, but long enough to witness many 
changes in hospital requirements; to see ad- 
vancements toward standards unthought of a 
quarter of a century ago. Long enough to have 
learned that this business of ours is a mutual 
enterprise; that only through what we learned 
from you have we been able to provide the 
kind of merchandise you want, and the type of 
service your business should have. 


Na 


ILL ROSS, INCORPORATED 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 
3100 WEST CENTER ST MILWAUKEE, WISCONSIN 


A 2677-4 





Among the Associations 
The Tri-State—Now the Four-State—Hospital Assembly 


The Tri-State Hospital Assembly, formerly con- 
sisting of representatives of three states—Illinois, 
Indiana, and Wisconsin—with the addition of the 
new member state, Michigan, held its tenth an- 
nual meeting in Chicago, May 3, 4, and 5. The 
program was planned in the interest of twenty- 
two different hospital groups. This year, meeting 
concurrently with this Assembly were thirty-six 
affiliated organizations from the four states. 


The general sessions of the Assembly were held 
each morning. The afternoons were given over to 
the programs of the other organizations. The 
theme of the opening general session on Wednes- 
day was “The Care of the Indigent Patient.” The 
theme was introduced by Dr. Bert W. Caldwell, 
Executive Secretary of the American Hospital 
Association, and the address of the session was 
delivered by Dr. Michael M. Davis of the Com- 
mittee on Research in Medical Economics. In a 
survey recently conducted, Dr. Davis stated that 
there were 40,000 beds in the voluntary hospitals 
of the United States that were available for the 
care of indigent patients, and that the sum of 
$30,000,000 was paid from tax funds each year 
for the care of the indigents in hospitals. 


The Four-State Hospital Assembly arranges its 
annual programs so as to attract the interest of 
every class of hospital personnel. From six to ten 
sessions of the Assembly were held concurrently. 
The problems involved in the professional serv- 
ices, the technical departments of the hospital, 
and the mechanical and service departments were 
all presented and discussed for the information of 


those interested in these various lines of hospital 
work. 


The registration of the assembly ran well over 
2500. One of the most interesting of the many ex- 
cellent features of the Assembly was the technical 
and educational exhibits. All of the space on the 
exhibit floor of the Convention Hall was utilized 
for this purpose. A tour of the educational 
exhibits and a study of the work the organizations 
are doing constitutes a liberal education in hos- 
pital procedure and organization. 


The success of these annual assemblies is due in 
a large part to the work of Dr. Malcolm T. Mac- 
Eachern and his committee of presidents of the 
various state associations, ably assisted by the 
executive secretary of the Assembly, Albert G. 
Hahn of Evansville, Indiana. 


Each noon hour of the Assembly was given over 
to the luncheons of the various state associations. 
The Annual Banquet of the Assembly was held on 
Thursday evening. The guest speaker was Dr. 
G. Harvey Agnew, President of the American 
Hospital Association. 


One of the pleasant features of the banquet was 
the recognition of the valuable services of Dr. 
MacEachern in his work for the Assembly during 
the past ten years. In appreciation of his serv- 
ices the Assembly presented Dr. MacEachern with 
a round-trip ticket to Europe and a beautiful en- 
graved testimonial signed by the officers of the 
state associations comprising the Assembly. 





The Hospital Association 


The Hospital Association of the State of New 
York met in its fifteenth annual convention in 
New York City, May 17, 18, 19. As in previous 
years, the conference brought together a large 
representation of hospital representatives not only 
from New York and adjoining states but through- 
out the United States and Canada. The registra- 
tion was one of the largest in the history of the 
association. Every detail of arrangements was 
carefully looked after by the efficient Executive 
Secretary of the Hospital Association of New 
York State, Carl P. Wright, superintendent of the 
Syracuse General Hospital, Syracuse, New York. 
The local arrangements were taken care of by a 
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of the State of New York 


committee headed by L. M. Arrowsmith of Brook- 
lyn as its chairman. 


Under the presidency of John H. Hayes, super- 
intendent of the Lenox Hill Hospital, New York, 
a well planned program was prepared not only for 
the assembly as a whole but for the associated 
groups meeting during the convention period. Par- 
ticular mention should be made of the fine display 
of technical and educational exhibits which were 
not only highly instructive but were beautifully 
staged and well assembled. 


In addition to the presentations of discussion on 
subjects that are of immediate interest to the hos- 
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PHYSICIANS’ RECORD COMPANY 


THE LARGEST PUBLISHERS OF 
HOSPITAL AND MEDICAL RECORDS 


161 W. HARRISON STREET CHICAGO, ILLINOIS 





For 30 years 
the first 
choice of 
leading 
Hospitals 


Special Trial Offer 
@ With this new test box of five Diack Gntot 
you can check the efficiency of your auto- 
clave—economically. Package with com- 
plete test instructions sent postpaid upon 


receipt of 25 cents or will be shipped on 
open account. 


A.W. DIACK * DETROIT 


June, 1939 
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NEW MATERIAL 


WASHES DISHES 
at less cost! 


HERE IS WHY! 


In the first place this NEW Oakite material 
cleans THOROUGHLY. It effectively re- 
moves every trace of grease, egg, coffee or 
fruit juice stains. You will be surprised how 
dishes actually SHINE! Due to the fact that 
they come out of machine so CLEAN, no re- 
washing is necessary and that’s why 


OAKITE COMPOSITION No. 63 


saves time, too. Another important advantage 
of this remarkable new material is that it keeps 


spray jets. No lime scale deposits. Here 
again you have a real money gain because often 
it costs you extra time and expense to remove 
lime scale and other materials used. 


Because this NEW material has remarkable 
lime solubilizing properties, it eliminates hard 
water spots on dishes and glassware. Rinsing 
freely, it leaves glassware bright 

and sparkling. Why not let us 

give you more data about Oakite 
Composition No. 63 or have us 

make tests under actual working 

conditions. There is no obliga- 

tion ... write today. 


Manufactured only by 


OAKITE PRODUCTS, INC. 
27 Thames St., NEW YORK, N. Y. 


Representatives in all principal Cities of the U. S. 
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pital field, the two skits “Education and Publicity 
Begin at Home” staged by the Public Relations 
Committee of Greater New York Hospital Asso- 
ciation, and “Inflammation Please” by the repre- 
sentatives of Association of Record Librarians 
versus representatives of the State Hospital As- 
sociation, with Dr. Basil MacLean directing, were 
of unusual interest. 


The round tables on “Safety in Hospitals,” 
“Publicity Education” and “Promotion of Com- 
munity Interests” and the general round tables 
filled the large assembly hall and were one of the 
features of the convention program. 


The Trustees’ Session on Wednesday afternoon 
was a Panel Round Table discussion of problems 
of hospital trustees. The subjects discussed were 
carefully selected from a list of some thirty or 
more problems that had been submitted. The at- 
tendance at this session taxed the capacity of the 
large convention hall. 


Among the stated discussions presented at the 
convention were “Personnel Problems and What 
We Are Doing About Them” led by Dr. Joseph R. 
Clemmons of Roosevelt Hospital, New York, and 
“The Present Status of Group Insurance for Hos- 
pitals’” led by Frank Van Dyk, Associated Hos- 
pital Service of New York City, and “The Present 
Status of Group Insurance for Physicians and 


Hospitals” led by Dr. E. C. Podvin, Assistant Sec- 
retary, State Medical Association. 


Ellen Creamer of the New York Post-Graduate 
Hospital, presented a very interesting discussion 
on “Practical Nurses—Their Preparation and 
Sphere.” 


The Luncheon on Wednesday afternoon was 
addressed by Dr. G. Harvey Agnew, President of 
the American Hospital Association, and D. Mc- 
Alpin Pyle of the United Hospital Fund, New 
York. 


The Annual Banquet of the Association was 
held at Ballantine’s at the World’s Fair Grounds. 
Instead of the usual banquet speeches, an infor- 
mal evening was spent by the hospital representa- 
tives in renewing old acquaintances and creating 
new ones, after which the various exhibits of the 
World’s Fair were visited. 


The reports of the Executive Committee and the 
various committees of the Association covered the 
wide expanse of Association activities during the 
year, and particularly of the work which the 
Legislative, Public Relations, and Nursing com- 
mittees had accomplished. 


From the standpoint of interest, attendance, as 
well as accomplishments the 1939 Convention of 
the Hospital Association of New York State was 
an outstanding success. 
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The Minnesota Hospital Association 


The Minnesota Hospital Association met in its 
Sixteenth Annual Convention in St. Paul, May 25, 
26, and 27, under the direction of Dr. Peter D. 
Ward, superintendent of the Charles T. Miller 
Hospital, St. Paul, President. 


The Convention of this Association, one of the 
prominent conferences of hospital people meeting 
each year in the northwest, was well attended. The 
affiliated Minnesota organizations of nurse anes- 
thetists, dietitians, medical and institution libra- 
rians, medical technologists, occupational therapy, 
and physiotherapist interestea large groups, and 
the sessions of these associations were well 
attended. 


The reports of the various councils and com- 
mittees of the Association interpreted the activi- 
ties of the Association during the past year. 


The program of subjects which were of par- 
ticular interest to Minnesota hospitals were: 
“The Anesthesia Department”; “The Hospital 
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Dietitian Looks into the Future”; “The Sewing 
Room—An Important Factor’; “An Interview 
with a Hospital Librarian” ; “Medical Social Serv- 
ice Work at St. Luke’s and St. Mary’s Hospitals 
of Duluth’; “Medical Technology, a Survey”; 
“The Nursing Resources in Minnesota”; “The 
Value of Occupational Therapy”; “Why a Hospi- 
tal Pharmacy?’; “A Brief History of the Ameri- 
can Physiotherapy Association and Physiotherapy 
in Minnesota” ; “Facts and Figures About Medical 
Records Librarians.” 


At the Luncheon on Friday, the speakers were 
Dr. Malcolm T. MacEachern on “Fundamental 
Principles and Trends in Hospital Administra- 
tion” and Dr. R. C. Buerki on “The Place of the 
Hospital in Graduate Medical Education.” 


At the Annual Banquet held on Friday evening, 
the guest speakers were Dr. Basil C. MacLean of 
the Strong Memorial Hospital, Rochester, New 
York, whose subject was “Economic Problems of 
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Cool Airy Gowns 
Cost You Less 


Here’s a low-priced, light-weight, cool, comfortable, 
patient’s summer gown. It’s so light and airy—won- 
derful for hot weather wear. The material of which 
this gown is made is different than any other. Hos- 
pitals that have standardized on this filmy pajama 
check gown tell us the laundering-life of the cloth 
is almost unbelievable. This longer life plus the 
fact that this gown is priced with the lowest means 
a big saving to you. 
H303 is constructed like a man’s shirt with shoulder 
seams and outside sleeve seam. Sleeve cuffs and 
bottom of the gown have woven selvage finish. 
Tape bound neck is yoke reinforced. Made in small, 
medium and large sizes. 


We have other style gowns in this strong, airy, 
pajama check cloth. Gowns for the hot summer 
months. Send the coupon for sample gown and 


special summer prices. 
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Marvin-Neitzel Corporation 
5th and Federal Streets 
Troy, New York 


Please send sample pajama check gown H303 with special summer 
prices. 
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Health—Hospital Viewpoint” with Dr. George 
Earl, President of the Minnesota State Medical 
Association, discussing the “Medical Viewpoint,” 
and Dr. Wm. A. O’Brien of the University of 
Minnesota, Minneapolis, speaking on the subject 
of “The Evolution of Medical Care.” 


The American College of Hospital Administra- 
tors featured the Saturday morning’ breakfast, 
over which H. J. Harwick of the Mayo Clinic, 
presided. Gerhard Hartman, Executive Secretary 
of the College, addressed the group on “Hospita! 
Institutes.” 
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The Connecticut Hospital Association 


The Connecticut Hospital Association met with 
the Connecticut Medical Society in New Haven, 
Connecticut, on May 25. 


The morning session was devoted to the busi- 
ness of the Association. The afternoon session was 
addressed by Dr. Samuel C. Harvey, Surgeon in 
Chief, New Haven Hospital, on the subject of 
“Staff Organization and Staff Responsibilities” 


and Warren F. Cook, President of the New Eng- 
land Hospital Association on the subject “New 
England Hospital Association and State Hospital 
Association.” 


The President of the Connecticut Hospital As- 
sociation, Mrs. Lucy A. Pollock, Administrator of 
the W. W. Backus Hospital, Norwich, Connecti- 
cut, presided at the sessions. 
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Governor O'Daniel of Texas Signs the Group Hospitalization Bill 


Seated: Governor W. Lee O’Daniel of Texas. Standing, left to right: Bryce L. Twitty, chairman of the Legislative 

Committee, Texas Hospital Association, Inc.; Honorable Travis Dean, Member of the House of Representatives, and 

Author of the Bill; C. A. Penniman, Manager of Hospitalization Plan for the Methodist and St. Joseph’s Hospitals, 

Fort Worth; Honorable W. C. Graves, Member of the State Senate from Dallas; Honorable Manley Head, Sponsor of 
the Bill in the Senate; Honorable Coke Stevenson, Lieutenant Governor 
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APPLEGATE SYSTEM 


Economical—efficient. Assures permanent 
identification that will not wash out! 
Saves, in sorting time alone, 20 to 60 
days each year in hospitals of 100 to 200 
beds. This saving, the first year, will ae 
buy a complete APPLEGATE SYSTEM! 
APPLEGATE'S INDELIBLE INK: Safe 
and permanent. Will not injure fabrics § 
or corrode die plates. (Heat required.) 
XANNO: A no-heat ink. Outlasts other 
no-heat inks. 2 
LOW PRICED MARKERS: Permit oper- 
ator to stamp as ‘fast as she can feed it. Fy 


Send for catalog and sumglae. 
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5632 HARPER AVE. CHICAGO, ILL. 








THE 
AMERICAN DIETETIC ASSOCIATION 
maintains a Placement Bureau to assist 
HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 


sition are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 
Chicago, Illinois 
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WILCO AND WILTEX GIVE YOU 
30 TO 50 STERILIZATIONS 


Reduce your glove cost through the 
longer life of both Wilco and Wiltex Latex 
Surgeon’s Gloves—gloves that have a fu- 
ture—that live on through 30 to 50 steri- 
lizations. Not only does Wilsonized Latex 
give you greater economy but it gives to 
the surgeon added flexibility, greater sen- 
sitivity and more comfort through the in- 
dividual Wilson styling and correct sizing. 
The “exclusive” curved finger feature of 
Wilson Surgeon Gloves ease operating 
strain and hand fatigue. Order Wiltex and 
Wilco Surgeon Gloves now—both you and 
your surgeons will benefit. 


The WILSON RUBBER CO. 
World's Largest Manufacturers of Rubber Sloues 


CANTON, OHIO 


Sole Canadian Agents 
J. F. HARTZ CO., Ltp. - TORONTO - MONTREAL 


117 





News of Interest to the Hospital Field 


Beulah Bullard, R. N., has been appointed su- 
perintendent of the Parkview Hospital, Plymouth, 
Indiana, succeeding Vela Barnhart, who resigned. 

eA 

Helen Liljequist has resigned as superintendent 
of the Greater Community Hospital, Creston, 
Iowa. 

Ss lees 

Charles D. Peavy, Jr., M.D., has resigned as 
superintendent of the Brackenridge Hospital 
(Austin City Hospital) Austin, Texas, and will 
enter the private practice of medicine. 

la <a 

Wm. W. Reynolds, M.D., has been appointed 
superintendent of the Matty Hersee Hospital, 
Meridian, Mississippi, to succeed Dr. George L. 
Arlington. 

Si ial a, 

J. H. Schrieter, superintendent of the Riverview 
Hospital, Red Bank, New Jersey, has resigned 
that position. Mr. Schrieter is a retired naval 
officer and was formerly superintendent of the 
Ann May and Fitkin hospitals. 

siics ciliaeaedi 

Theresa E. Shields, R.N., has been appointed 
Director of Nurses at St. Francis Hospital, Jersey 
City, New Jersey, succeeding Lula A. Flaig, de- 
ceased. 

ipsa 

Eva Simpson, formerly with the Columbia Hos- 
pital, Columbia, South Carolina, has assumed her 
duties as superintendent of the Pryor Hospital, 
Chester, South Carolina. 

canes ae 

Walter L. Treadway, M.D., medical officer in 
charge of the United States Public Health Service 
Hospital at Lexington, Kentucky, was transferred 
to other duties in the Federal Health Service May 
22. Dr. Treadway went to Lexington to assume 
charge of the Federal Narcotic Institution in 
1938. 

a 

Palo Alto, California—The contract for the con- 
struction of a new wing for the Palo Alto, Cali- 
fornia, Hospital, to cost $225,000, was let on April 
10. Construction will be started immediately. 

asia Meike 

Chicago, Illinois—The West Side Hospital, Chi- 
cago, was purchased by Cook County, and it will 
be used as an annex of the Cook County Hospital 
for housing interns and convalescents. 

eee cieas 

Pittsfield, Illinois — The Commonwealth Fund 
has offered to contribute not less than $225,000 
for the purpose of building and equipping a com- 
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munity hospital in Pittsfield, contingent upon the 
people of the area to be served providing an addi- 
tional $60,000 by July 1, of this year. 


> 


Washington, Indiana — The new unit at the 
Daviess County Hospital, Washington, Indiana, 
has been completed and will be dedicated at the 
twenty-fifth anniversary of the founding of the 
hospital on May 7. 

a ee 

Winchester, Kentucky—An addition to the 
Clark County Hospital, Winchester, Kentucky, 
approved last autumn, may be started in the late 
spring, providing adequate funds can be obtained. 
The proposed addition will cost approximately 
$12,000. 


eee enemies 


Monroe, Louisiana—The contract has _ been 
awarded for the erection of a new negro ward at 
St. Francis Sanitarium. The structure will be a 
one-story brick of fireproof construction, and will 
cost $23,172. 

a 

New Orleans, Louisiana—The Southern Baptist 
Hospital in New Orleans, Louisiana, has completed 
its new eight story addition. Built at a cost of 
$380,000 it will provide facilities for the care 
of seventy-five patients and will increase the bed 
capacity of this institution to 275. Louis J. Bris- 
tow is superintendent of the hospital. 

duchies 


Ann Arbor, Michigan—The new $400,000 wing 
of the University of Michigan Hospital, devoted 
to the use of the Neuropsychiatric Institute was 
dedicated recently. 

——-~—fe + 


Petoskey, Michigan—The new $350,000 hos- 
pital at Petoskey, Michigan, was opened re- 
cently. It will be called the Little Traverse Hos- 
pital, and Dr. Dean C. Burns, a lifelong resident of 
Petoskey, will be director of the hospital. 


nn 


Detroit Lakes, Minnesota—Sister Bennet, su- 
perintendent of St. Mary’s Hospital, Detroit 
Lakes, Minnesota, has announced that an addition 
to St. Mary’s Hospital, large enough for seventy- 
five beds and several equipment rooms, will be 
constructed within the next three months. 

a ee 


Tracy, Minnesota—The new $65,000 hospital in 
Tracy Minnesota has been completed and was 
opened for occupancy on National Hospital Day, 
May 12. 
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Stop— 
WHERE 
ARE YOUR 
FLOORS? 





Model C15 Kent 
Floor Machine 


Under your feet? or 
On your mind? 


Keep them in their place 
Protect their surface 
Accent their beauty 


with the speedy, thorough 


KENT FLOOR MACHINE 


especially designed to be run 
while your patients are asleep. 


Write today for complete information. 


THE KENT COMPANY, Inc. 
191 Canal Street Rome, N. Y. 




















As a Buyer Thinks— 
So Is His Hospital 


EARLY every item pur- 
chased for use in a hos- 

pital requires some service to 
go with it. Keep that thought 
uppermost in mind when you 
make your purchases. Afhliate 
your hospital with firms who 
serve as well as sell. Let not 
price be your first consider- 


ation. 



































June, 1939 




















you get Both in Syracuse 
TRUE China 








The beauty of Syracuse China cheers up the 
“bluest” patient. Take your choice of the many 
striking patterns with gay under-glaze decorations 


which cannot wear off. 


And Syracuse China will give long service... will 
lower your replacement costs. It is high-fired and 
strong. Stacks steadily on trays and shelves because 
its perfect shape eliminates toppling, therefore 
reduces accidental breakage. It 
resists chipping, will not craze, 
will not absorb — assuring hos- 


pital standards in sanitation. 


Ask your jobber to show you 


the many different patterns. 


Syracuse 





Onondaga Pottery Company Syracuse, N. Y. 

















Unienville, Missouri—The new Monroe Hospital 
and Clinic at Unionville, Missouri, has been for- 
mally opened to the public. This is the first-time 
the City of Unionville has had a fully equipped 
hospital ready to serve its needs. 

oe ee 


Port Chester, New York—The United Hospital, 
Port Chester, New York, which was organized by 
a group of women in 1889 celebrates its fiftieth 
anniversary as a community institution this year. 
Carl P. Wright, Jr., son of Carl P. Wright, super- 
intendent of the Syracuse General Hospital, Syra- 
cuse, New York, is superintendent of the United 
Hospital. 

er 

Utica, New York—Under the will of the late 
Mrs. Elizabeth R. Fitch of Westmoreland, the fol- 
lowing institutions will benefit: House of the Good 
Shepherd, Utica, $25,000; Brooklyn Home for 
Crippled Children, $25,000; Oneida City Hospital, 
Oneida, $10,000; Home for Crippled Children, 
Utica, $10,000; St. Elizabeth Hospital, Utica, $5,- 
000; Faxton Hospital, Utica, $5,000. 


—_—— 


White Plains, New York—A new “Blood Bank” 
has been installed at the White Plains Hospital, 
White Plains, New York. The “bank” is intended 
primarily for use on hospitalized cases, but it will 
be made available to doctors in special instances 
for transfusing patients at home. 

——$<———— 


Charlotte, North Carolina—Plans for the mil- 
lion-dollar Charlotte Memorial Hospital, to be 
built at Charlotte, North Carolina, have been ap- 
proved by the Public Works Administration. The 
main building will be nine stories high and will 
accommodate 304 beds. Living quarters for 150 
nurses will be in a separate building. Construc- 
tion will start on the main building as soon as 
contracts are awarded. Walter W. Hook is the 
architect and Dr. William H. Walsh is the hospital 
consultant. 

—_—_—~>_—— 

Thomasville, North Carolina—Dr. William G. 
Smith, prominent physician and surgeon of Thom- 
asville, North Carolina, has announced that he will 
erect a modern private hospital in that city. The 
architect’s plans have been approved and construc- 
tion is expected to start within the next two or 
three weeks. 

ae re 

Cleveland, Ohio.—After 28 years of litigation, 
the Colahan Memorial Hospital will be constructed 
as a unit of the City Hospital, Cleveland, Ohio. 
This was made possible by the benefaction of John 
Colahan, a wealthy real estate man who en- 
visioned a hospital for the care of industrial acci- 
dent victims in that part of the city known as the 
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“Flats.” The new building will be two stories in 
height, will admit accident cases exclusively and 
will be equipped for immediate treatment of emer- 
gency injuries. 
aE Rae 
Columbus, Ohio—The new $100,000 wing of St. 
Anthony’s Hospital, Columbus, Ohio, was dedi- 
cated recently. This is a four-story brick struc- 
ture, and will increase the capacity of the hospital! 
thirty per cent. 
ee eee | 
Coshocton, Ohio—The new addition to the Co- 
shocton General Hospital; Coshocton, Ohio, is ex- 
pected to be opened for public inspection in April. 
This addition will almost double the present ca- 
pacity of the hospital. Detailed plans for the 
crippled children’s addition will be ready for for- 
mal presentation to the hospital commissioners 
and city council in the near future. 
siisichdlibitiaets 
Greenville, Ohio—The name of Greenville Hos- 
pital, Greenville, Ohio, has been changed to Wayne 
Hospital in honor of General Anthony Wayne, 
signer of the treaty of old Fort Greenville which 
led to the early colonization of Darke County. 


a Sn 

Oxford, Ohio—A $1,000,000 building program 
for Miami University, Oxford, Ohio, will include 
enlarging the University Hospital. The new bed- 
room wings will provide additional hospitalization 


for students and more generous living quarters 
for nurses. 
snseciieliil ttaltias 
Enid, Oklahoma — The Oklahoma Legislature 
has appropriated $80,000 for an addition to the 
Northern Oklahoma Hospital, Enid, Oklahoma. 
Additions will also be erected at the Central Hos- 
pital, Norman and Western Oklahoma Hospital at 
Supply, Oklahoma. 
eS an 
Erie, Pennsylvania—September 1, has been set 
for the opening day of the new maternity and 
laboratory buildings included in the additions to 
St. Vincent’s Hospital, Erie, Pennsylvania, now 
rapidly being completed. 
It is figured that the total cost of the new addi- 
tions will be about $700,000. 
cetiaiiibainitalaiaais 
Richland Center, Wisconsin—Richland Hospital, 
Richland Center, Wisconsin, has completed its new 
$35,000 addition and opened it for the reception of 
patients on May 14. This hospital within the last 
few years has grown from a capacity of 14 to 70 
beds and serves an area with a radius of 30 miles. 
niaieiinalillieiilaae 
Sheboygan, Wisconsin — Contracts have been 
awarded for the building of the $425,000 addition 
to the Sheboygan County Hospital, Sheboygan, 
Wisconsin, for the Insane. 
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THE MEDICAL STAFF IN THE HOSPITAL. Thomas 
Ritchie Ponton, B.A., M.D. The Physicians’ 
Record Company, Chicago. 1939. $2.50. 


When a group of hospital superintendents dis- 
cuss their problems without restraint the majority 
of them will finally come to the difficulties in- 
volved in staff management and the securing of 
proper professional performance. Operating and 
maintenance problems have counterparts in other 
fields of activity, but the relation of the medical 
staff to the hospital administration is like unto 
nothing else on earth. The hospital depends upon 
the medical staff, and the medical staff depends 
upon the hospital, both for their mutual existence 
and function. The medical staff is in, but too 
often not of, the hospital. 


Much has been written on this very important 
and ofttimes very troublesome question, but usu- 
ally from the experience of a single administrator 
or of a single type of conditions. 


It has remained for Dr. Ponton to use his very 
broad experience and extensive study of staff con- 
ditions in literally hundreds of hospitals to present 
a clear exposition of the principles involved and 
the conditions to be met in all the various types of 
hospitals, to the end that the hospital shall serve 
its primary purpose—the welfare of the patient. 


The author gives thorough consideration to the 








relations of the governing board to the medical 
staff ; the relation of the physician to the hospital ; 
appointments to the staff; organization, by-laws, 
and meetings of the staff, and the staff’s responsi- 
bility for the keeping of medical records. 


The hospital field is fairly familiar with the 
methods of analysis of staff performance, but in 
his present book the author gives for the first 
time the methods necessary to make such an an- 
alysis a live tool for the evaluation of the work 
of the individual members of the staff. This 
method, called professional accounting, has been 
fraught with many difficulties and dangers of 
abuse, but as here outlined presents the possibility 
of a just and impersonal medical audit which none 
can dispute though they may not agree. 


The text concludes with a chapter on the duties, 
responsibilities, and administration of the resi- 
dent medical staff, and the Addenda include “Es- 
sentials in a Hospital Approved for the Training 
of Interns’; “Essentials in a Hospital Approved 
for Residencies in the Specialties”; “Basis of Ap- 
proval for Internship in Hospitals of Canada’; 
“The Minimum Standards of the American Col- 
lege of Surgeons”; sample “Standing Orders” and 
“Interns’ Blue Book,” and suggested ‘Medical 
Staff By-Laws” for the different types of hos- 
pitals. 
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BUT YOU CANT CLOG IT! 


Surgeons are enthusiastic 
about the convenience of 
Septisol Dispensers in the 
scrub-up room. The Swivel 
Spout easily swings to 
right or left—puts the soap 
right where you want it— 
as much or as little as re- 
quired. And it can’t clog. Its special angular con- 
struction provides a sure, steady flow. When pres- 
sure is released, the sterile unused soap flows  in‘scrub-up rooms. It lathers 
right back into the container—does notremainin and helps eliminate danger of 
the spout to harden and clog (as frequently hap= comes from the use of harsh 
pens with ordinary dispensers). 
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is prepared specifically for use 


to a smooth, creamy richness, 
infection and roughness that 


andirritatin = s. Made from 
pure Olive ochin Cocoa- 
nut on. and oder fine vegeta- 
ble oils. 


Hospital superintendents welcome these 
features of Septisol Dispensers 


1. Control Valve—This simple reguiating device controls the flow of 

soap, ranging from a few drops to a full ounce. This exclusive feature 

eliminates all waste. 
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WITH FLUFFED FILLER 
@ The fluffed filler in J & J cellulose napkins has a 


soft, cotton-like texture, and an adequate capacity. 


V-Pads combine comfort for the patient and econ- 
omy for the hospital. Samples sent on request. Please 
mention this publication when writing. 


NEW BRUNSWICK, N. J CHICAGO, ILL. 
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Trends in general 
Hospital service in 1938—Ed 
Hospital Service Plans— 
Financial guide for service plans 
First year of Associated Hospital Service in 
Baltimore 
Food for thought—Ed 
Bricker, Governor, signs the Ohio group hospi- 
talization bill 
Health insurance system for California 
Hospitals and group hospital service—Ed 
Lord Bishop in his sermon said 
Medically indigents, for—Relationship of hos- 
pital to public welfare agencies 
Medical plan for all people 
Minnesota in—Hospitai service plans for rural 
areas 
News 
Jan.-99, Feb.-57, Mar.-94, Apr.-94, May-85, June- 93 
O’Daniel of Texas, Governor, signs group hospi- 
talization bill 
Presidential address (Pa.) 
Problems of the small hospital in the south...Mar.- 35 
Rural areas, Hospital service plans for, Rorem 
C. Rufus, Ph.D., C.P.A ; 
Voluntary hospital—Its present and its future. Mar.- 82 
Hospital service—What may a patient expect 
from the hospital 
Hospital standards—Ed. 
Hospital trustees, Dobbs, H. L May- 40 
Housekeepers and public relations, Walden, Anna.June-101 
Housekeeping problems, Dietary and 
House management, Dungan, Doris L 
House management in small hospital, 
Adeline M. 
Humidification in nurseries and operating rooms, 


Evans, Olin June- 68 


If—Dear doctor 
Ills of medical records and their remedies, Robin- 

son, Helen Wa Eas 27 27sie\ sl «icles -eracore wiesorece sinter ent Mar.- 85 
Indigent patients in voluntary hospitals, Estab- 

lishing uniform rates for care of 
Infection prevention—Care of obstetrical patient 

in general hospital 
Infections and isolation of infected patients, Con- 

trol of 
Institute, College of Saint Teresa announces 
Institute for directors of schools of nursing and 

nursing service, University of Chicago 
Institute for hospital administrators, Minnesota. .Mar.-114 
Institute for hospital administrators, New York. .May- 57 
Institute for hospital administrators, Seventh 

annual Mar.-60, May- 89 
Institute for hospital administrators, Southern. .June-110 
Institutes—Ed. 
ee for hospital administrators, Gammill, 

ee 


Helen 
Insurance, Hospital liability 
Insurance—See Hospital service plans 
Interdepartmental committee to coordinate. health 
and welfare activities—Voluntary hospital and 
national health program 
International Hospital Congress 
Internships in hospital administration, Nye, Rus- 
Oo Lt SRNR eS A ea ea eg Te Bee ied a Apr.-120 
Intern training—Anesthesia May- 39 
Intravenous solutions—Pennies or safety Feb.- 64 
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Inventory system—Control of supplies in small 


NOMAD faces csc cceUnucecenasereactuecenee May- 46 
J 
Jackson, James Allen, M.D.—Obituary.......... Feb.- 84 
Johns Hopkins at its fiftieth milestone, Ransom, 
SON Wie ie estos cosine. nas Awe aeene dees oe June- 37 
Joint committee report quoted—Relationship of 
hospital to public welfare agencies............ May- 30 
Kennedy Unit at Bradford Hospital, New, Van 
Aveta, Ps AGA es vk co cet awkcivinavonesis an.- 35 
Knowledge, incorporated: .. 0.6.0 cic neces sccsoes May- 57 
L 
Laboratories, How to use testing............-. Mar.- 83 


Laboratory service—Hospital extension service. .Jan.- 39 
Laboratory service—Hospital extension service in 


PACU ous one Uwe tab eee Oke dieda ec Apr.- 78 
Laboratory service in hospital, Culbertson, Clyde 
ara I co vloxas Wes a Wee epic ale eine pita meee ew wees May-115 


Laboratory. work in diabetes—Doctors, surgeons, 
and hospital superintendents cooperate in treat- 


WHGHEOWE 6 oe ore ce oe van Otis esate dae sence oe Apr.- 36 
Landscaping and gardening, Hospital........... June- 75 
Laundry—Can we interest you in this endeavor? 

COUGEDIONNIINGD «oho e e ciceics hover cpecnasen teen Feb.- 89 
Laundry cost, Practical suggestions for sav- 

WOGEHE Vdd rier ee wens Bes ce nibeeecuane meet Apr.- 75 
LOGRGEG REMNE. Fo icon ves Ssivarue sendoucee eee Mar.-116 


Law and Legislation— 
Care of the needy—Welfare and institutions’ 
code of California statutes of 1937—Rela- 
tionship of hospital to public welfare agencies. May- 32 


Hospital service associations...............-. Mar.- 15 
Hospital service plan news—Legal develop- 
IQUE ~5.<-50:0ses ohn ne Te Se eEeeN sabe ceceees May- 85 


CRON. 6 ci nivisie cue ee eelee ae cine atin w eee a une- 28 
Maternity and Infancy Act of 1921—Recent ad- 

vances in maternal and child health.....%... Feb.- 42 
“NOU TOR PEOUE 076 ccccuccapercoemuszeracuede May-114 
Social Security Act—Recent advances in mater- 

Al ANG CHUA DEAN. 66.0.6 5.6. Ko tieis obec eter qeee Feb.- 42 
RGAIO IWCPICTONCO: (66:65 osic. cs eceses ceewa eens Feb.- 87 
State and federal legislation in which hospitals 

SEC CONCCINE i. 805 shiv a ceca ee Rhee eee eee Feb.- 71 
Wagner health insurance act, Proposed........ Feb.- 71 

Legal Decisions of Interest to Hospitals— 
Burns caused by hot water bottle, Liability 

POR: CORUM Wrsine a :2 Coin we sa R cee cene'’ an.-106 
Burns from a hot water bottle, Liability for— 

MINN a cc ilu eratach eet eis ai Walt ao wae besarte, wel ere Jan.-110 
Burns, Hospital held not liable for— (Ore.)...Feb.- 99 
Burns while child was_ receiving diathermic 

treatments, Liabality for— (Idaho)......... Jan.-106 
Charity held exempt for liability—test of char- 

BGG GE aces cdy sd denodeewe baeaee sie es tae aa 91 
Charity hospital not liable if due care used i 

hiring and retaining employee (Texas)..... ” May-112 
Charity liable to person not a _ beneficiary, 

WeHOCHOR CAOWED 05.60 6dcccctedvestcedseetes June- 91 
Cost of hospital service from employer to pa- 

tient; Sait to recover CWi8.) 0.6.6 <s<essccese Apr.-108 
Death of patient caused by negligence of nurse, 

Biguaity for COMM) b: «deck ced. conde waacsionns Jan.-108 
Death of patient from smallpox contracted 

while in the hospital, Liability for (Okla.)...Jan.-104 
Death of patient, Liability for (D.C.-Pa.)...... Feb.-100 
Death of patient, Liability of sanitarium for, 

Cl) Ee eer Pee er re June- 92 
Detention of patient, Liability for (Pa.)....... Feb.- 99 
Hospital held not to be a charitable institu- 

UOIhs COMED. oo 60. 6 600k vu dk eteeereeeete ces Jan.-112 
Hospital plan held liable on contract (Ore.)...Jan.-108 
Hospital subrogated to rights of patient against 

HIRE GLEN CEE)... dns scce's ercegexusueecewe May-110 
Improper use of drug, Hospital liable for 

CONG oi ohne ds dle cane Veeco aweueeme Feb.- 99 
Injuries due to negligence of employee, Liabil- 

ROY TOE COG Sadek cerssscececeareateneed Jan.-108 
Injury of employee, Liability of charitable hos- 

ARG SO COI io is o..0. 0:60.0)0:0 6d .0rtinena ne maes Apr.-109 
Lien of hospital property perfected, Whether 

CI OME cee es ses dia cen Sars b.cib-0 teks e Reee eS June- 91 
Malpractice of physician, Private hospital liable 

WOE, CEOMMOE Ces ria hosawcc nb etaceeminees May-112 
Malpractice of physician selected by defendant, 


Liability of hospital for (N. Y.)............ Apr.-109 
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Negligence causing burns, City hospital held 


not liable (TemM.).. 2. ccissecevcccecsccacs Mar.-100 
Negligence in  non-charitable undertaking, 

Charity liable for (Tenn.)..........--+.+++ Mar.. 99 
Negligence in P< pemsaaied treatment, Lia- 

Dene S08 COUN. Couco cece nga teneuedec esas Jan.-112 
ay 4 of doctor, Hospital not liable for 

AEE? oc te vas edianad eae Cee a aaeen Jan.-110 
Negligence of employee, Liability for (R. I.). . Feb.-102 
Negligence of intern, Liability for (R. I.)....Feb.-101 
Negligence of managers, Whether charity lia- 

BRO CHOON og cdc 0 Wa ccackuncidacusaet Mar.- 99 
Negligence of nurse, Liability for (Pa.).....-. Feb.-100 
Negligence of nurse resulting in pha Fa of 

patient, Liability for (Okla.)............... Jan.-106 


Negligence of nurse, Whether liable for (S.C.).Mar.- 98 
Negligent act of employee, Charitable hospitals 

are not to be held liable for (Texas)........ Apr.-110 
New York lien law of 1936, Proceedings of suit 

to recover expenses of hospitalization under 


CNG CME vay ces Wkewers Gedaecaeeeeens Jaen Apr.-108 
Nurses failing to render assistance to patien 
when requested, Liability for (Okla.)....... <a -104 


Patient contracting pneumonia through failure 
of hospital to make needed repairs, Liability 


Loe: CCRRIBE). n.ce cc tetecwsacekedbéduaceeseas Jan.-104 
Personal injuries, Whether defendant a charit- 
able hospital in suit for (Calif.)........... June- 89 


Personal injuries, Whether hospital lien de- 
pends on settlement of action against tort 


SORE CRONOD OO. Oi note deceabebcakeceeaee June- 90 
Physician may demand admittance to hospital, 
Werseuett (re Gul ny coi eeceunhecaatan wocess Mar.- 98 


Right of hosiptal to choose staff (Texas)....May-11] 


Wrongful discharge of physician, Whether hos- 


pital liable for alleged (N. Y.)............. May-110 
Library of Peiping in need of scientific literature, 
INAROURE 6 bcc cdvicaveenatercedebamdlnedna ews Feb.- 91 
Licensing of hospitals, Hockett, A. J., M.D....... June- 41 
Lighting—Modernizing the hospital WON Go cede May- 51 
Lights, Explosion proof operating—Ed.......... June- 74 
LavGtl WOMMOGIIIIID «Si cicce'wce adnate ost c6rh Gaeneaces June- 65 
Lord Bishop in his sermon said, David, Rt. Rev. 
PIGUE (OMIA. so 6 acc eves Ge Seadeecaneveiwd May-Sup. 


Luetic clinic in the out-patient department of the 
Hospital for Joint Diseases, Frank, Maxwell 


Maintaining adequate personnel in small hospital, 
Cruise: JOGW Dis 6 cs were cecice ccc sxedecndes May-101 
Maintenance — Hospital landscaping and garden- 
WG y 6 vices dasa cdnevhne dings scasetadentadsrres June- 75 
Management of emergency cases in a municipal 
hospital, Greenberg, Henry, M.D.; Gollance, 
Harvey, M.D. F 
Management of front office and information serv- 


ICG; OMEOD, INGA Mie <n cccdsesntesewisneeeee June- 48 
tae | Re Pee ee COT CLOT Mar.- 93 
Massac rere General Hospital, Washburn, Fred- 

OPE Bai te aco tewitc ee ind anageseoaduenwds Apr.- 46 
Maternal and child health from standpoint of 

hospital administrator, Social aspects of...... Jan.- 42 
Maternal and child health, Recent advances..... Feb.- 42 
Maternal and new-born care, Administrators’ 

WOME a nauveuvabuchnalan tea ketmembamieunee June- 43 


Maternal mortality, Data effecting tabulation of. .June-106 
Maternal mortality rate, Data effecting tabula- 


WiGGE OME o's coca edd we wads eb.cnenees Ruka saneks June-106 
Maternity care as a community problem, Hall, 

RICMURIOOS (croc ccm vasmagad Rembinkbecteleaties Jan.- 16 
Maternity service, Fine record of............... June- 20 
McKay, Ernest G., goes to Tampa Municipal Hos- 

fl) eA ee ee oe er tee! Jan.- 41 


McMillan, M. Helena, Dorothy Rogers succeeds. .Mar.- 64 
Medical and Surgical Memorial Hospital, San An- 


tonio, dedicates its new nurses’ home......... May- 54 
Medical care in homes for—Care of chronically 
1 eeepreepraee ere tony sy cat Me me Jan.- 62 
Medical care in small communities—Hospital ex- 
COTIOT. GORWEEE . 6:iuicik5 08 eoss 4s eee tna oes Jan.- 39 
— centers—Problems of small hospital in 
GETS i2.o:0'0.0 ce eacaweade a iedaied Cuca caeee ar.- 34 
Medical College of Virginia, New hospital build- 
WEE vic cots.ne ahiaeeavedaadek Vannes Apr.-Fourth cover 
Medical education, Commission on graduate..... May- 37 


Medical education, Hospitals and graduate—Ed...June- 72 
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Medical education—Johns Hopkins at its fiftieth 
milestone 

Medically indigent—Relationship of hospital to : 
public welfare agencies May- 29 

Medical plan for all people, Vohs, Carl F., M.D...Apr.- 31 

Medical record librarian—Trends in professional 
education 

Medical records and their remedies, Ills of 

Medical records in small hospital, Schott, Vic- 
toria 

Medical records—Organization and supervision of 
out-patient department 

Medical service in rural Maine, Improving 

Medical service problem in general—Paying your 
hospital bill 

Medical social service—Adjustments in illness... 

Medical sociai service—Orthopedics—A challenge 
to the hospital administrator 

Medical social worker—Trends in professional 
education 

Medical staff and hospital trustees 

Medical staff—Hospital administration and its re- 
lation to program of health care 

Medical staff organization—Small hospital—its 
need and its importance in certain communities. May- § 

Medical staff qualifications—Professional prac- 
tices in hospital 

Medical treatment in clinic, Evaluation of 

Medicine and literature, White, Paul D., M.D 

Medicine, Democracy in—Ed 

Mental hygiene—Orthopedics—A challenge to 
hospital administrator 

Michigan health department will add twenty phy- 
sicians to staff... 

Minnesota institute for hospital administrators. . 

Missouri, Health security administration of State 
of—Medical plan for all people 

Modern facilities for traditional ceremony, Abel- 
man, Max 

Modernizing the hospital room, Steele, M. F., 
M.D., F.A.C.H.A. 

Moncrief, Colonel William H, goes to South Caro- 
lina Sanatorium 

Municipal hospital, Management of emergency 


June- 37 


Murals in Jewish Hospital of Brooklyn—Modern 
facilities for traditional ceremony Feb.- 92 


N 


National health program—KEd. May- 71 
National health program—Ed.—Schwitalla, Rev. 

Alphonse, M., S.J., (excerpt) 25 
National health program—Place of the govern- 

ment in the program of health care Apr.- 13 
National health program—State health depart- 

ments and our hospitals—Ed Feb.- 69 
National health program, Voluntary hospitals 

and Apr.- 24 
National hospital day , May-Sup. 
National hospital day bulletin, Advance J 
National hospital day in 1939 
National hospital day letter, Roosevelt, Presi- 

GOs BROMMIN ED. cc testa cswsipeinensnccsunnien May-Sup. 
National hospital day—Our national day—Ed....May- 71 
National hospital day—Pageant of the Pacific. . .June-108 
Need for adequate education and training for hos- 

pital executives, Hamilton, James A 
New England medical center—Improving medical 

BEEVICH Wi TUTAL MBINE. 0.20: since ene once’ ocd Mar.-102 
Newer concepts of hospitals, Corwin, E. H. L., 

M.D. (excerpts) 

New Jersey, Trends in general hospital service in: 

1929-1937 
News of interest to hospital field 

Feb.120, Mar.-122, Apr.-126, May-136, June-118 
News releases—Basic principles of public rela- 

tions 
NeW WEAI'S SBLOCLINGGE. . ss. .6 ss cic-c vc cae Jan.-Third cover 
New York City announces 1939 hospital building 

expansion 
New York, Health program for the State of... 
New York institute for hospital administrators. . 
“Nisi dominus frustra” 


Jan.- 45 


“Not for profit” May-114 

POORER: GG. Os SBTIB 6 5 5555-4 655:620.0 050550000 5008 Jan.- 29 

Nurse anesthetists, training—Institutional de- 
partment of anesthesia 
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Nurseries and operating rooms, Humidification in.June- 

Nurses’ aids—Ed. Apr.- 

Nursing costs—That changing hospital dollar. 

Nursing, Diploma of, and B.S. through combined 
curriculum 

Nursing education at Catholic Univeristy of Am- 
erica, school of nursing education, Symposium 
on 

Nursing education—Institute for directors of 
schools of nursing and nursing service, Uni- 
versity of Chicago 

Nursing education—Johns Hopkins at its fiftieth 
milestone 

Nursing education—Preparing nurse for com- 
munity service 


- Nursing education—Role of small hospital in ru- 


ral community 

Nursing, Hospital extension service in central 
schools of, Zwisler, Irene, A.B., 

Nursing problems in small hospital, Thrasher, 
Jewell White, R.N 

Nursing service and nursing education, Petry, 
Lucile, R.N. 

Nursing service in small hospital, Efficient 

Nursing service, Securing quantity and quality of.June- 

Nursing—Sources of errors in hospital nursing 
practice 

Nursing—Status of graduate nurse service 

Nursing—Subsidiary workers in general hospital. Mar.- 

Nutrition—This growing health program—from 
viewpoint of racial welfare 


oO 
Obituaries— 
Bauernfeind, Rev. James H., D.D 
Brandt, Mrs. Vera S 
Gest, William P. 
NUCMMIPORGH SERONNINE. 6.0 Sec ccs ets onecaebeee ts Apr.-122 
MEE) TER TNGN, MEO TING 1s ora 5 0 'a sable Sumfeveloreiwewvor ever Jan.- 87 
Jackson, James Allen, M.D 
Rose Alice, Sister 
Shaw, Leonard—Ed. 
Stewart, Byron W. 
Zulauf, G. Walter, M.D 
Obstetrical patient in general hospital, Care of..May- 99 
Obstetrical service—Care of mother and new-born 
in general hospital 
Obstetrical service in hospital (excerpt) 
Obstetrics and Gynecology, American Congress. . 
Occupational therapist—Trends in professional 
education 
Occupational therapy in orthopedic field, Tay- 
lor, Marjorie 
Occupational therapy—Orthopedics—challenge to 
hospital administrator J 
O’Daniel of Texas, Governor, signs group hospi- 
talization bill 
Old age security, Hospital employees and—Ed... 
Operating lights, Explosion proof—Ed 
Operating room, Color in 
Operating room explosions—Ed 
Operating rooms, Humidification in nurseries and. June- 68 
Orange Memorial Hospital report, Our task, 
(excerpt) 
Organization and supervision of out-patient de- 
partment, Ransom, John E 
Organization chart, Woonsocket Hospital 
Orthopedic field, Occupational therapy in 
Orthopedics—challenge to the hospital adminis- 
trator, Riese, Mildred, RiN., BiS.....022065066%8 Jan.- 
Oseroff, Abraham, elected president of Hospital 
Association of Pennsylvania Ju 
Out of our life and work, Smith, Mrs. Edward H. .Feb.- 
Out-patient department, Clinical-administrative 
relationships in 
Out-patient department—Evaluation of medical 
treatment in clinics 
Out-patient department—Management of emer- 
gency cases in a municipal hospital 
Out-patient department of Hospital for Joint Dis- 
eases, Luetie clinic in 
Out-patient department, Organization and super- 
vision 
Oxygen therapy equipment—current practices. ..Apr.- 


P 


Pathological service—Hospital extension service. .Jan.- 
hg cage Hospital extension service in, Gottlieb, 
ulius, 


.June- 71 
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Patient-age and extra-mural influences, Meyer, 


Karl A., M.D.; Walker, Stella Ford............ May- 78 
Patient days—Average length of stay of ward pa- 

CEES SNOPUEER@ cc. on co nnde soe Uenear a wetaeues Apr.- 93 
Paying your Hospital bill, Davis, Graham L....Jan.- 93 
Pennies or safety, Brisbane, R. D................ Feb.- 64 
Pennsylvania Hospital dedicates its new nursing 

BSOMOOE 8 aio ies un. cntn hs 3 0 hae cle Koss Bee Jan.- 87 
Personnel in small hospital, Maintaining adequate. May-101 
Personnel maintenance, Problem in—Ed......... Apr.- 68 
Personnel management—Dietary and housekeep- 

ING PYOMMGM Gc sss kee recent cael awewcenewes May-122 
Personnel management—Health examinations for 

OSPIGHE  GINPIOUCES © oo a5 sco dice wale ebacicaa deer Mar.- 29 
Personnel management, O’Hanlon, George, M.D..May- 75 
Personnel problem, Approach to hospital......... Apr.- 71 
Personnel problems—Control of infections and 

isolation of infected patients................. June- 53 
Personnel problems—Hospital administration and 

its relation to program of health care........ Apr.- 20 
Personnel problems—Hospital employees and old 

SE EROEIG Ge. oo soe ararede ba anger Sein tinea ee June- 71 
Personnel problems—Hospital landscaping and 

SALOEUIN GE. 65.5 oie Gard Hae as ewe A aLe crete clases June- 75 
Personnel problems—House management......... Jan.- 88 
Personnel problems in small hospitals, Branham, 

ERCHONIG Cccte.o sicisraici cree aietecmate nities SoG ero oe ce ate Mar.- 91 


Personnel problems—Social asnects of maternal 

and child health from standpoint of hospital 

HMIMCUNOE: (6 56a 5 Saas ands wun dems same weeds Jan.- 44 
Personal problems—Survey of ratio of em- 

ployees to patients in twenty California hos- 

DIGI. Sint ease a eid eam tele Ree ee naar Apr.- 92 
Pharmacists, Hospitals and institutional (letter) .May- 45 
Pharmacists—To what extent should hospital 

pharmacists ManvlactULe.....66csecccssckerces Feb.- 76 


Pharmacy, Graduate assistantships available. ...May-120 
Pharmacy service in hospital, Shimanek, Law- 

MONGE Us, PNG; RNS es 6 wacins Kew are rues ances May-113 
Physicians and hospitals in changing world—Ed..Mar.- 67 
PHYVSICIANAT GPC CHHIDIG ers «cciesics cae eter enceences Mar.- 72 
Place of government in program of health care, 

MacEachern, Malcolm T., M.D................ Apr.- 13 
POPWIAtORICHANGCS e555 505s en sndsargesadeaens Apr.- 93 
Post-sanatorium care—Social service department 

in tuberculosis sanatoriam. « ...... 6 cccvcceeseens Mar.- 40 
Power plant—Diesel engines in hospitals........ Apr.- 35 
Practical aspects of air conditioning in hospitals, 

BOWIG, ROVE: ANCO coe co's co'e neice se mes cvietan e's Apr.-102 
Practical ee toward salesmen, Justina, 

SFUNURE | RECO Wr SU REI RR dcr cia-orb a vlerelene Oi-e edict viacwasipin werd ay- 36 
rere ines BE Fah esac er blaraler oft dia ek vi re Ried nee OPT Apr.- 68 
Preparing nurse for community service, Taylor, 

[Se Se See ae ere or or Feb.- 19 
Presidential address (Hosp. Ass. of Pa.), Hat- 

NNGHEE CRONIN a as six aid cee ae tn bid dahon awecacs June- 28 


Principles apply to our hospitals, These (excerpt), 
Morgan, Arthur A 

Principles of hospital planning with special refer- 
ence to small hospital, Walsh, William H., 


Wie Crake ote erdicreioie.eiere-aceiceeetoiscoe as eeu as Mar. -73, “Apr.- 86 
Problems of small hospital in south, Davis, Gra- 
ANE Diesen ic recerd cerca eee ee CeaeceeRe ewe nee eat Mar.- 33 
Professional practice in hospital, Bradley, F. R., 
Rc CORRS iene ys 6 dk saeldini avie dae cm "Mar.- 18 
— Jntuealibecsatnand care as community prob- 
aig Bratgh ac idles Rlotnle ec ciaiind Ria ela Were auale aura ees Jan.- 16 
Public h health service and education—Role of small 
hospital mm TUral COMMUMNISY. 2... 62. 26605660060 May- 69 
Public relations, Basic principles of............ June- 13 
Public relations—Hospital administration and its 
relation to program of health care............ Apr.- 19 
Public relations, Housekeepers and............. June-101 
Public relations program—Ed................05: Jan.- 68 


Public relations program for the Massachusetts 

Hospital Association, Pratt, Oliver G. ......... Mar.- 70 
Public relations—Your hospital and your public. .Feb.- 91 
Public welfare agencies, Relationship of hospital 


EO sees Kea eT eee Rae ted ve avn eee adanens May- 29 
Purchasing agent to superintendent and depart- 
ment heads. Relationship of................. Mar.- 89 


Purchasing—Control of supplies in small hospital. May- 46 
Purchasing for small hospital, Stout, Merrell L., 

Ie a wo bc eas mic umee eee a rey eae eee are aed "June- 87 
Purchasing—Industry catches up with science....Feb.- 98 
Purchasing intravenous solutions—Pennies ‘or 

BALCCG co be wcisicla shading = iimedis/o Wonieimame ey me 36% Feb.- 64 
Purchasing—Linen replacement...............+-. June- 65 
Purchasing—Practical attitude toward salesmen. .May- 36 
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Purchasing—Sealed bid system................. 
Purchasing—To what extent should — phar- 


MACISS MANUIRETINET (625 5S Sn pot cevew ete Feb.- 76 
R 
WRG ROPING so oon oc Sark oc Aca ee en emacs Feb.- 87 
Ragsdale, L. V., M.D., goes to Butterworth Hos- 
WHERE ccc cove wed ceher eh cucbatuabeteneeeeeuss Jan.- 15 
Rates for care of indigent patients in voluntary 
hospitals, Establishing uniform............... June- 51 
Relationship of hospital to public welfare agencies, 
O’Dwyer, Rt. Rev. Msgr. Thomas J........... May- 29 
Rate, Per diem—Hospital care for needy........ Jan.- 25 


Rates—Greater New York hospitals agree upon 
charges for service rendered in workmen’s com- 


DONSACION: CONOR. oc cares dcirctcaaceuweunuetes es Mar.- 79 
Ratios of administration costs to per patient day 
CONG: ORG BE WES cn 5 occ cnsncedagdedntaranie r.- 62 


Reaction of a general practitioner to hospital 
extension service, Winchenbach, Francis A., 
M.D. 


args ireckte: eed Wea S ee ale Pa aela LM Manisa aa pr.- 84 
Recent advances in maternal and child health, 

ieniieat: SGGsie Oe: Bic Els .s-ao eds ccees nee caena Feb.- 42 
Records—Management of emergency cases in mu- 

Higiiall MOSUNNEb es e ccdcac eae ce ce wateees pede ae Feb.- 40 
Records—See medical records...............+.- 
Rehabilitation in American sanatoria, Role of, 

PRUGGGIE  PIOUMIMRS oo oi vc Cac Vea down usawdweiaeas Feb.- 79 
Relationship of purchasing agent to superinten- 

dent and department heads, Benson, John G....Mar.- 89 
Renovation, Hospital planning and.............. Mar.-108 
Reports, hospital—Current hospital thought...... Feb.- 73 
Report, women’s auxiliary—Out of our life and 

WE bce ca ndcedewde eta dewueusccreeaees karen Feb.- 30 
Resuscitation—They say corporations are heart- 

less, soudless and mercenary.............ee: Apr.-107 


Rogers, Dorothy succeeds M. Helena McMillan...Mar.- 64 
Role of small hospital in rural community, Daul- 


Oth AMONG. 06s Sede ewe cae mewas whadaes Oreks May- 69 
Roosevelt, President Franklin D., National Hos- 
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